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N.C.  ALCOHOLIC  REHABILITATION  CENTER 


BlilNER,  N.  C. 


The  N.  C.  Alcoholic  Rehabilitation  Center  is 
a  facility  for  the  treatment  of  male  and  female 
problem  drinkers  who  request  admission.  The 
clinic  is  located  at  Butner,  N.  C.,  and  is  operated 
by  the  North  Carolina  Alcoholic  Rehabilitation 
Program  under  the  N.  C.  Hospitals  Board  of 
Control.  Admission  to  the  Center  is  strictly 
voluntary.  The  cost  of  treatment  is  $75  for  28 
days’  stay. 

Butner  Treatment  Methods 

Treatment  at  the  Center  is  by  psychotherapy 
and  consists  of  group  discussions  led  by  the 
clinical  personnel,  educational  films,  individual 
consultations  with  the  doctors,  vocational  guid¬ 
ance,  recreation,  rest,  proper  food  and  prescribed 
medications.  Butner  is  staffed  by  the  Clinical 
Director,  four  other  physicians,  a  chaplain,  a 
psychologist,  a  social  worker,  a  recreation  di¬ 
rector,  an  occupational  therapist,  and  ten  at¬ 
tendants. 

The  Butner  Patients 

Patients  must  come  to  Butner  of  their  own 
free  will.  No  patients  are  accepted  by  court 
order.  The  patient  who  is  sincere  in  wanting 
help  and  comes  voluntarily  to  the  Center  stands 
a  much  better  chance  of  a  successful  rehabilita¬ 
tion  than  the  one  who  is  pressured. 

Entrance  Requirements 

1.  Admission  is  by  appointment  only  in  re¬ 
sponse  to  written  application  to  the  Medical 
Superintendent,  Butner,  N.  C.,  expressing  vol¬ 
untary  desire  for  treatment. 

2.  A  complete  social  history  compiled  by  a 
trained  social  worker  in  the  local  Public  Welfare 
Department  or  Family  Service  Agency,  and  a 
complete  medical  history,  compiled  by  die  pa¬ 
tient's  family  physician  are  necessary. 


3.  A  fee  of  $75,  in  cash  or  certified  check, 
must  be  paid  upon  admission. 

4.  The  signing,  on  admission,  of  a  letter- 
statement,  which  requests  voluntary  admission. 

It  is  especially  important  that  patients  apply¬ 
ing  for  admission  to  the  NCARP  Treatment 
Center  have  a  thorough  medical  examination 
and  be  in  good  physical  condition  at  the  time 
of  their  admission.  There  are  no  facilities  pro¬ 
vided  at  the  Rehabilitation  Center  for  the  treat¬ 
ment  of  physical  illnesses.  Patients  are  expected 
to  enter  into  the  recreation  program  and  to  per¬ 
form  certain  daily  chores  assigned  to  them. 
Patients  with  serious  disabilities  which  would 
prevent  their  climbing  steps  are  advised  not  to 
seek  admission,  inasmuch  as  sleeping  quarters 
are  on  the  second  floor. 

Admitting  Hours 

8  A.M.  to  1 1  A.M.  Monday  through  Friday 
1  P.M.  to  3  P.M.  Monday  through  Friday 
8  A.M.  to  10  A.M.  Saturday 
Patients  must  be  sober  upon  admission,  and  in 
good  physical  condition.  No  visitors  are  allowed. 
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From  ’Round  The  World 


A  feature  designed  to  help  you  keep  posted 
on  developments  in  the  field  of  alcoholism. 


BOSTON:  The  Ninth  Annual  Conference  on  Alcoholism  was  held  Tuesday,  May  6,  at 
John  Hancock  Hall.  Subject  of  the  Conference  was  “Alcoholism's  Unfinished 
Business."  Among  those  participating  in  the  Conference  were  two  outstanding 
experts  on  alcoholism;  Dudley  P.  Miller,  President  of  the  North  American 
Association  of  State  Programs  on  Alcoholism  and  Dr.  Marvin  A.  Block,  Chair¬ 
man  of  the  American  Medical  Association  Council  on  Mental  Health-Committee 
on  Alcoholism. 

RALEIGH:  The  Scholarship  Committee  of  the  ARP  has  announced  that  23  North 
Carolinians  have  been  chosen  as  recipients  of  scholarships  to  the  1958  Yale 
Summer  School  of  Alcohol  Studies.  This  makes  a  total  of  190  persons  living 
in  the  State  who  have  received  scholarships  to  the  Yale  School  since  1950— 
a  record  to  be  proud  of.  Also  for  the  seventh  consecutive  summer  some 
member  of  the  ARP  staff  will  be  part  of  the  Yale  lecturing  staff  at  the 
summer  school.  This  year,  S.  K.  Proctor  and  Norbert  L.  Kelly  will  be  on  the 
faculty. 

NEW  HAVEN:  An  Alumni  Institute  of  the  Yale  Summer  School  of  Alcohol  Studies  will 
be  held  in  New  Haven  from  July  27-31.  Ernest  Shepherd,  Executive  Director 
of  the  Florida  State  Program  is  chairman  of  the  program  committee.  North 
Carolinians  on  the  committee  are  Norbert  L.  Kelly  of  the  ARP  and  Annie  Ray 
Moore  of  the  N.  C.  Department  of  Education.  Alumni  returning  for  the  Institute 
will  meet  in  small  workshop  groups  for  most  of  the  sessions.  The  theme  of 
the  Institute  is  “Facts  and  Factors  Influencing  Public  Attitudes  Toward  Alcohol 
and  Alcoholism,  1948-58.“ 

GREENSBORO:  The  Greensboro  Council  on  Alcoholism  was  host  to  several  hundred 
professionals  and  lay  persons  at  their  “Alcoholism  Education  Week",  April 
28-May  2.  The  Week  included  special  programs  for  ministers,  nurses,  industri¬ 
alists  and  educators  who  were  interested  in  learning  more  about  alcoholism. 
The  ARP  participated  in  the  Week  by  co-sponsoring  with  the  three  state 
nurses's  associations,  the  1958  Nurses'  Institute  on  Alcoholism.  Over  130 
nurses  were  in  attendance.  National  figures  attending  and  speaking  at  the 
week-long  programs  were  Dr.  Ruth  Fox,  Vice-President  of  the  National  Council 
on  Alcoholism,  Marguerite  Vollmer,  Lecturer  in  Health  Education  at  Columbia 
University,  Rev.  Ernest  A.  Shepherd,  Director  of  the  Florida  Alcoholic  Re¬ 
habilitation  Program,  and  Dr.  Anthony  Zappala,  former  chief  of  the  District 
of  Columbia  Alcoholic  Rehabilitation  Program.  Participants  and  speakers  from 
the  ARP  were  S.  K.  Proctor,  Norbert  L.  Kelly  and  Miss  Roberta  Lytle. 
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RALPH  M.  HENDERSON 

(1895-1958) 


vvrrE  were  saddened  to  learn  of  the  death  of  Ralph  M.  Hender- 
W  son,  esteemed  member  of  the  staff  of  the  Yale  Center  of 
Alcohol  Studies,  on  April  5  in  New  Haven,  Connecticut. 


Mr.  Henderson,  affectionately  known  as  “Lefty”  to  thousands, 
was  a  successful  lawyer  and  industrialist  before  joining  the  Yale 
Center  in  1949  as  industrial  consultant.  In  that  capacity  he  became 
a  nationally  known  authority  on  the  control  of  alcoholism  in 
business  and  industry. 


Dr.  Selden  Bacon,  Director  of  the  Yale  Center,  paid  him  this 
fitting  tribute: 

“Lefty  will  be  remembered  by  his  thousands  of  friends  and 
admirers  not  only  for  his  wonderful  sense  of  humor  but  for  his 
deep  conviction  that  alcoholics  can  be  helped.  His  lectures  at  Yale 
and  across  the  country,  his  work  with  legislatures,  industries, 
and  community  groups,  and  his  memorable  personality,  played 
a  most  significant  role  in  awakening  the  country  and  in  initiating 
responsible  programs  to  meet  an  age-old  problem.” 


A  memorial  to  Lefty  has  been  established  jointly  by  the  Yale 
Summer  School  of  Alcohol  Studies  and  those  who  wish  to 
participate.  The  memorial  consists  of  a  full  fellowship  to  the 
Summer  School,  to  be  known  as  the  Ralph  M.  Henderson  Fellow¬ 
ship.  This  will  be  awarded  to  a  qualified  candidate  for  admission 
who  needs  financial  assistance  to  attend;  preference  will  be  given 
a  recovered  alcoholic.  Anyone  wishing  to  contribute  to  this 
memorial  should  make  their  donation  to  the  Yale  Summer 
School  of  Alcohol  Studies  and  send  it  with  a  note  to  Dr.  Bacon, 
Center  of  Alcohol  Studies,  52  Hillhouse  Avenue,  Yale  Station, 
New  Haven,  Connecticut.  The  first  award  for  a  student  at  the 
1958  session  will  be  announced  at  the  Alumni  Institute  to  be 
held  in  July. 
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Program 

Pointers 


By  S.  K.  Proctor 

EXECUTIVE  DIRECTOR 


At  the  recent  annual  meeting  of 
the  North  Carolina  Conference  of 
Social  Service,  held  in  April,  the  fol¬ 
lowing  resolution  was  enacted: 

WHEREAS,  reliable  statistics  in¬ 
dicate  that  there  are  at  least 
60,000  alcoholics  residing  in  the 
state  of  North  Carolina 

WHEREAS,  this  widespread  social 
and  public  health  problem  ad¬ 
versely  affects  all  of  the  major 
social  institutions  in  North  Caro¬ 
lina 

WHEREAS,  the  necessity  for  sup¬ 
porting  the  families  of  many 
alcoholics  through  various  com¬ 
munity  welfare  agencies  places 
an  added  strain  and  burden  on 
our  welfare  and  relief  funds 

WHEREAS,  the  illness  of  alco¬ 
holism  might  be  ameliorated 
through  a  more  adequately  sup¬ 
ported  program  of  research, 
treatment  and  education 

And,  WHEREAS,  income  to  the 
General  Fund  of  North  Carolina 
resulting  from  the  sale  of  alco¬ 
holic  beverages  exceeds  8  million 
dollars  per  year, 

BE  IT,  THEREFORE,  RESOLVED 

THAT 

The  North  Carolina  Conference 
for  Social  Service  do  endorse  the 


program  of  the  North  Carolina 
Hospitals  Board  of  Control  for 
research,  treatment  and  educa¬ 
tion  with  respect  to  alcoholism 
as  embodied  in  the  North  Caro¬ 
lina  Alcoholic  Rehabilitation  Pro¬ 
gram. 

And,  that  the  conference  take 
appropriate  steps  to  help  obtain 
essential  financial  and  legislative 
support  to  implement  its  pro¬ 
gram. 

We  feel  that  this  resolution  will  be 
of  great  help  to  the  ARP  during  the 
next  legislative  session,  to  be  held 
beginning  next  winter,  and  are  very 
pleased  that  the  N.  C.  Conference  of 
Social  Service  saw  fit  to  endorse  the 
work  of  our  program.  Perhaps  this 
resolution  will  stimulate  other  or¬ 
ganizations  in  the  state  concerned 
with  public  health  problems  to  adopt 
a  similar  platform.  With  the  com¬ 
bined  strengths  of  several  organiza¬ 
tions  and  the  ARP,  we  have  no  doubt 
but  that  the  1959-60  legislature  will 
give  our  appropriation  request  a  sym¬ 
pathetic  hearing. 

Recipients  of  the  scholarships  to 
the  1958  Summer  School  of  Alcohol 
Studies  to  be  held  June  28  -  July  24 
at  Yale  University  have  been  an¬ 
nounced.  Those  from  North  Carolina 
who  were  granted  scholarships  by  the 
ARP  will  be  announced  in  the  next 
issue  of  INVENTORY. 
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ARTICLES  AND  FEATURES  OF  INTEREST  ON  ALCOHOL  AND  ALCOHOLISM 


NATIONAL 

MRGtNC 


BY  WILLIAM  C.  MENNINGER,  M.D. 


From  an  address  to  the  National  Council  on  Alcoholism,  appearing  vn  the  June 
1957  issue  of  the  MENNINGER  QUARTERLY.  Reprinted  by  permission. 


IN  our  country  alone  there  are  over 
4,500,000  problem  drinkers  —  an 
astounding  figure  which  represents 
more  than  2  percent  of  our  popu¬ 
lation.  Even  that  does  not  state  the 
total  size  of  the  problem.  We  do  not 
know  the  extent  of  alcoholism’s  role 
in  the  enormous  and  increasing  num¬ 
bers  of  accidents  and  crimes,  nor  the 
effect  on  the  families  and  friends  of 
this  huge  group  of  people. 

Studies  by  a  number  of  companies 
show  why  alcoholism  can  truthfully 
be  called  the“billion  dollar  hangover” 
in  industry.  For  instance,  the  prob¬ 
lem  drinker: 

loses,  from  the  effects  of  alcohol, 
22  working  days  a  year  more 
than  the  average  employee; 

loses,  from  other  illnesses,  an¬ 
other  two  days  a  year  more  than 


the  average  of  other  employees; 

has  twice  as  many  accidents  as 
the  non-alcoholic. 

has  a  life  expectancy  12  years 
shorter  than  the  non-alcoholic. 

One  thoughtful  estimate  of  the  cost 
of  alcoholism — including  wage  loss, 
crime  and  delinquency,  accidents, 
hospital  and  medical  care — is  $800,- 
000,000  a  year.  Yet  the  financial  costs 
are  trivial  compared  to  the  heartache, 
suffering,  and  distress  so  many 
people  suffer  because  of  alcoholism. 

A  startling  paradox  is  the  pittance 
of  money  and  effort  devoted  to 
changing  this  picture.  The  National 
Council  on  Alcoholism,  for  example, 
operated  on  a  budget  of  $204,000  the 
past  year  and  will  have  only  an  esti¬ 
mated  $302,00  available  in  1957.  That 
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won’t  lick  an  $800,000,000  problem. 
The  further  tragedy  is  that  the  inci¬ 
dence  of  alcoholism  is  definitely  in¬ 
creasing.  So  will  the  cost. 

Why  has  this  problem  grown  so 
enormous?  It  may  be  due  in  part  to 
our  failure  to  understand  each  other. 
Only  200  years  ago,  anyone  who  acted 
strangely  was  believed  infested  with 
witches  or  animal  spirits.  Even  in 
1957  most  of  us  have  a  low  degree  of 
tolerance  toward  deviate  behavior  in 
anyone  else.  It  is  so  easy  to  call 
names  or  fix  labels  on  another  per¬ 
son’s  behavior  without  making  an 
attempt  to  understand  what  is  going 
on  in  his  mind  to  make  him  behave 
the  way  he  does.  Mentally  ill  people 
are  still  stigmatized,  even  after  they 
have  recovered.  Similarly,  those  who 
suffer  from  the  mental  illness  called 
alcoholism  are  stigmatized.  By  and 
large  alcoholism  stimulates  disgust, 
fear,  contempt,  anger,  hostility,  or 
resignation,  rather  than  constructive 
action. 

A  Psychological  Symptom 

I  say  alcoholism  is  a  mental  illness 
for,  as  a  psychiatrist,  I  believe  exces¬ 
sive  drinking  is  a  psychological  symp¬ 
tom  related  to  deep,  unconscious, 
emotional  conflicts.  This  does  not 
deny  the  possibility  of  organic  or 
chemical  causes;  certainly  there  are 
inevitable  organic  changes  from  long¬ 
time  drinking.  There  are  many  types 
of  excessive  drinkers,  and  also  many 
different  types  of  personalities  which 
become  incapacitated  by  excessive 
alcohol.  But  in  each  case  it  results 
from  disturbances  of  the  individual’s 
aggressive  drive.  He  is  unable  to  con¬ 
trol  and  handle  the  instinctive  hostile 
feelings  that  are  a  part  of  the  make¬ 
up  of  every  personality.  Instead  of 
channeling  his  aggressive  feelings  to 
constructive  use,  the  alcoholic  simul¬ 
taneously  directs  his  hostility  to¬ 
wards  himself  and  his  environment. 


What  has  been  done  to  combat  this 
monstrous  problem?  The  law  has 
been  and  still  is  the  common  “treat¬ 
ment”  meted  out  to  the  alcoholic  by 
our  social  order,  but  it  only  hides  the 
problem  and  does  not  solve  it.  The 
moralistic  approach  of  regarding 
drinking  as  a  matter  of  “sin”  still 
is  without  tangible  success  in  modi¬ 
fying  the  onward  march  of  excessive 
drinking.  Some  progress — though 
really  only  a  beginning — has  been 
made  since  1930.  Alcoholism  began  to 
be  recognized  then  as  other  than  a 
moral  problem. 

What  was  to  become  the  Yale 
Center  for  Alcoholism’s  Studies  be¬ 
gan  at  about  that  time.  It  today  is 
an  outstanding  organization  whose 
research,  educational,  and  consulta¬ 
tive  efforts  are  largely  responsible 
for  many  recent  advances  toward 
recognition  of  the  alcoholism  prob¬ 
lem. 

Alcoholics  Anonymous  began  in 
1935  and  now  has  an  estimated 
200,000  members  of  more  than  5,000 
local  groups.  AA  has  been  the  most 
successful  approach  to  alcoholism  to 
date. 

In  1937  the  Research  Council  on 
Problems  of  Alcoholism  was  estab¬ 
lished  to  emphasize  the  medical  at¬ 
tack  on  the  problem,  and  it  fused 
with  the  National  Research  Council 
in  1949. 

The  Yale  Clinic  gave  impetus  to  the 
establishment  of  the  National  Coun¬ 
cil  on  Alcoholism  in  1944.  As  the 
national  voluntary  health  agency  in 
this  field,  the  National  Council  is 
probably  the  most  constructive  force 
in  this  country  to  face  the  problem. 
Still  it  has  had  to  wage  an  up-hill 
struggle  in  finding  leadership  and 
financial  support. 

The  Industrial  Medical  Association 
founded  a  committee  on  problem 
drinkers  in  1947.  The  American  Psy¬ 
chiatric  Association  established  a 


6 


INVENTORY 


committee  on  alcoholism  in  1948;  that 
committee  is  now  a  part  of  the  APA 
committee  on  public  health.  The 
American  Medical  Association  estab¬ 
lished,  as  part  of  its  committee  on 
chronic  diseases,  a  subcommittee  on 
the  problem  of  alcoholism  in  1951. 
Eight  state  medical  societies  now 
have  special  committees  on  alco¬ 
holism. 

Industry  has  taken  a  growing  in¬ 
terest  in  the  problem.  Many  large 
firms  have  taken  it  upon  themselves 
to  organize  treatment  facilities  for 
their  employees.  Fifteen  of  them  in 
the  New  York  City  area,  under  the 
leadership  of  Consolidated  Edison 
Company,  have  combined  their 
efforts. 

Interest  Growing  Elsewhere 

The  pioneering  of  many  communi¬ 
ties  is  best  illustrated  by  the  Portal 
House  in  Chicago.  Also  to  be  com¬ 
mended  is  the  increase  in  the  number 
of  general  hospitals  that  now  accept 
cases  of  alcoholism  for  treatment — 
instead  of  sending  them  to  jail.  In 
1944  that  was  done  in  only  96  general 
hospitals;  in  1956  over  3,000  did  so. 
Many  of  our  states,  too,  are  showing 
increasing  interest.  More  than  30 
now  have  official  government  com¬ 
missions  on  alcoholism. 

Yet  with  all  these  programs,  we 
have  only  touched  the  surface  of 
what  could  be  accomplished.  Psy¬ 
chiatry,  for  instance,  has  had  some 
successes  through  Antabuse,  con¬ 
ditioned  reflex  therapy,  group  ther¬ 
apy,  and  individualized  therapy.  All 
of  these  have  helped  some  people, 
but  proportionately  only  a  small  per¬ 
centage.  Psychiatric  research  such  as 
that  carried  on  for  the  past  five  years 
at  Winter  VA  Hospital  is  learning  a 
few  answers  but  we  must  dig  and  dig 
for  more. 

What  needs  to  be  done?  We  have 
to  look  at  alcoholism  as  a  health 


problem,  a  social  problem,  and  a 
legal  problem  as  well  as  a  moral 
problem.  It  touches  and  overlaps  into 
all  these  areas  of  life.  I  should  stress 
four  points: 

1.  Public  education.  We  must  make 
much  more  use  of  mass  communi¬ 
cation  media  in  an  educational  effort 
to  help  people  understand  alcoholism. 
Too  many  look  upon  this  illness  as 
lack  of  will  power.  Unless  we  can 
help  them  understand  that  the  prob¬ 
lem  really  is  a  sickness,  we  are  not 
going  to  change  their  attitudes  to¬ 
ward  it  and  promote  public  efforts 
for  preventive  education.  Through 
the  promotion  of  groups  within  com¬ 
munities  to  educate,  interpret,  estab¬ 
lish  information  centers,  and  promote 
clinics,  it  will  be  possible  to  make 
such  forward  steps  as  the  wider  ac¬ 
ceptance  for  short-term  treatment  in 
all  general  hospitals.  The  nature  of 
the  problem  must  be  taught  in  our 
schools  and  colleges — to  the  profes¬ 
sional  student  as  well  as  the  layman. 
Unfortunately  the  term  “alcoholism” 
is  rarely  mentioned  in  most  of  our 
medical  schools. 

2.  Research.  We  must  have  new 
knowledge  of  the  causes,  prevention, 
and  treatment  of  alcoholism. 

3.  Professional  training.  We  don’t 
have  nearly  enough  people  trained  to 
do  the  diagnosis,  treament,  and  pre¬ 
vention  which  must  be  done. 

4.  Facilities  for  treatment.  To  do 
the  job  we  must  have  adequate  facili¬ 
ties  so  that  the  fruits  of  research  and 
professional  training  can  be  put  to 
work. 

If  alcoholism  were  a  communicable 
disease,  a  national  emergency  would 
be  declared.  We  do  have  a  national 
emergency.  It  is  our  privilege  and 
opportunity — our  responsibility — to 
go  forward  with  the  solution  of  this 
problem  of  alcoholism  with  more  in¬ 
tensity  and  dedication  and  determi¬ 
nation  than  ever  before. 
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Council  officials  are  (l.tor.)  Dr.  Thomas  T.  Jones,  President;  Mrs. 
Olga  Davis,  Secretary-Treasurer;  and  Phillip  M.  Bolich,  Vice-President 

The  Durham,  N.  C. 

COUNCIL  ON  ALCOHOLISM 


A  community  bands  together  and  helps 
to  solve  its  own  alcoholism  problem. 

BY  GEORGE  ADAMS 


TO  the  many  citizens  who  have 
nurtured  it  from  an  idea  to 
reality,  the  new  Alcoholism  Infor¬ 
mation  Center  in  Durham,  North 
Carolina,  is  a  satisfying  result  of  com¬ 
munity  effort  and  cooperation. 

Located  at  209  Snow  Building  in 
mid-town  Durham,  the  Information 
Center  is  open  to  anyone — whether 
an  alcoholic,  his  friends,  or  spouse — 
who  may  feel  the  need  of  its  unique 
kind  of  help. 

The  Information  Center  is  slated 
to  become  the  hub  of  activity  in  a 
well-planned  program  of  alcoholism 
education,  rehabilitation  and  research 


being  launched  by  the  Durham  Coun¬ 
cil  on  Alcoholism,  a  volunteer  citi¬ 
zen’s  group.  Heading  the  Executive 
Committee  of  the  Council  is 
Dr.  Thomas  T.  Jones,  esteemed  Dur¬ 
ham  physician  and  chairman  of  the 
alcoholism  sub-committee  of  the  State 
Medical  Society.  Mr.  Philip  M.  Bolich, 
local  insurance  man  is  vice-president. 

A  twenty-four  member  Board  of 
Directors,  made  up  of  prominent 
citizens,  serves  in  an  advisory  capa¬ 
city  to  the  Executive  Committee. 

Already,  in  only  three  months  of 
operation,  the  Information  Center 
has  had  many  visitors.  Some  have 
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been  merely  the  interested  or  curious 
who  want  to  find  out  what  an  alco¬ 
holism  information  center  looks  like 
and  what  it  does.  Others  have  sought 
help  for  their  own  alcoholism  prob¬ 
lem  or  that  of  a  close  family  member. 
All  express  surprise  and  pleasure 
with  what  they  see  and  learn. 

The  first  thing  one  sees  upon  enter¬ 
ing  is  an  attractive  outer  waiting 
room,  suggestive  of  a  physician’s 
office.  There  are  comfortable  chairs 
and  a  full  literature  rack  to  encour¬ 
age  browsing.  The  inner  offices  are 
adequately  furnished  with  an  execu¬ 
tive  desk,  conference  table  and 
chairs,  and  several  more  tables  of 
alcoholism  literature.  About  the  place 
there  is  a  pleasing,  cheerful  atmos¬ 
phere — colorful  curtains  at  the  win¬ 
dows,  harmonious  pictures,  growing 
plants.  Behind  such  fixings  there  is 
usually  a  woman’s  influence,  and  the 
Center  is  no  exception.  The  distaff 
side  is  represented  by  Mrs.  Olga 
Davis,  under  whose  full-time  super¬ 
vision  the  Information  Center  oper¬ 
ates.  Mrs.  Davis  is  a  former  county 
welfare  department  worker,  veteran 
of  eight  years  service  there.  In  ad¬ 
dition  to  her  duties  at  the  Center,  she 


is  also  Secretary-Treasurer  of  the 
Durham  Council  on  Alcoholism. 

Mrs.  Davis’  job  and  that  of  the  In¬ 
formation  Center  is  to  act  as  a  master 
switchboard,  talking  with  alcoholics 
and  their  families,  and  then  putting 
them  in  touch  with  community  re¬ 
sources  and  agencies  which  are  in 
best  positions  to  help.  Requests  to  the 
center  for  aid  may  be  handled  in  any 
of  a  number  of  different  ways.  If  the 
caller  is  the  wife  or  husband  of  an 
alcoholic,  he  or  she  may  be  invited 
to  come  in  for  a  chat.  Mrs.  Davis  will 
give  the  spouse  a  chance  to  ventilate 
pent-up  feelings,  suggest  possible 
sources  of  help,  supply  some  instruc¬ 
tive  literature,  and  invite  a  return 
visit  when  necessary.  Sometimes  just 
this  is  enough  to  effect  a  change  in 
the  home  atmosphere  which  maj^ 
help  motivate  the  alcoholic  toward 
treatment.  Or  at  least  it  may  lead  to 
some  improvement  in  the  drinking 
pattern. 

When  help  for  an  acutely  ill  alco¬ 
holic  is  requested,  Mrs.  Davis  is  like¬ 
ly  to  refer  the  caller  to  one  of  the 
ten  Durham  physicians  who  have 
volunteered  to  give  time  to  an  alco¬ 
holic  patient  who  needs  it.  In  re- 


Mrs.  Olga  Davis,  on  full-time  duty  at  the  Information  Center,  talks 
with  alcoholics  and  their  families,  suggests  rehabilitation  channels. 
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sponse  to  other  calls  for  assistance, 
she  will  refer  to  a  similar  list  of 
ministers  who  have  volunteered  for 
counseling  services,  or  perhaps  to 
members  of  Alcoholics  Anonymous. 
It  all  depends  on  the  individual  need 
as  to  which  course  of  action  Mrs. 
Davis  will  recommend.  Her  long  ex¬ 
perience  with  the  Welfare  Depart¬ 
ment  plus  her  warm  and  accepting 
personality  help  her  immeasurably  in 
recommending  what  is  best  for  each 
individual. 

Direct  help  for  the  alcoholic  and 
his  family  is  not  the  only  purpose  of 
the  Information  Center.  “The  public 
must  be  taught  that  alcoholism  is  a 
disease,”  says  Mrs.  Davis.  “We  do  not 
take  a  stand  on  the  wet  or  dry 
question.  Our  job  is  to  educate  peo¬ 
ple.”  Furnishing  free  literature  and 
study  materials  is  an  important  part 
of  this  educational  process.  A  speaker 
bureau  has  been  formed,  so  that  peo¬ 
ple  well  versed  in  alcoholism  topics 
can  be  readily  engaged  to  speak 
before  civic,  church  and  school 
groups  throughout  the  community. 
Instructive  films  are  available  for 
free  public  use. 

Other  Developments 

The  Center  also  expects  to  develop 
a  number  of  seminars  and  workshops 
for  various  professional  groups  in 
the  community,  and  to  expand  its 
program  of  education  in  the  schools. 
Already,  the  Council  enjoys  an  ex¬ 
cellent  relationship  with  the  local 
mass  communication  media — radio, 
TV  and  newspapers.  Every  effort 
will  be  made  to  keep  a  steady  flow 
of  accurate  information  going  to  the 
public  through  these  channels. 

Dr.  F.  Scott  Gehman,  chairman  of 
the  Council’s  committee  on  rehabili¬ 
tation,  reports  that  a  definite  pro¬ 
gram  of  rehabilitation  is  taking 
shape.  Group  therapy  meetings  for 
alcoholics,  held  in  Dr.  Jones’  office, 


have  been  in  progress  for  some  time, 
under  the  supervision  of  physicians 
and  psychologists.  Under  professional 
direction,  group  discussions  with  al¬ 
coholic  prisoners  in  the  county  work- 
house  are  being  conducted.  Recog¬ 
nizing  the  tremendous  influence  of 
Alcoholics  Anonymous,  the  council’s 
philosophy  of  rehabilitation  is  per¬ 
meated  with  AA  principles.  AA  mem¬ 
bers,  too,  are  personally  involved  in 
the  rehabilitation  work.  Many  have 
volunteered  to  help  with  alcoholic 
patients  whenever  they  are  needed. 

Dream  Becomes  Reality 

A  weekly  alcoholism  clinic,  with 
facilities  in  a  general  hospital,  is  a 
dream  now  nearing  fruition  for  the 
Council.  Plans  call  for  the  clinic  to 
be  located  in  Watts  Hospital.  Here 
the  disciplines  of  medicine,  nursing, 
and  social  work  will  be  coordinated 
in  a  program  of  group  therapy  to 
benefit  alcoholic  patients  who  honest¬ 
ly  wish  help. 

The  Durham  Council  is  unique,  in 
that  up  to  now  it  has  not  had  to  con¬ 
duct  any  organized  solicitation  for 
funds.  The  budget  for  the  first  year 
of  operation  will  run  between  $5500 
and  $6000 — all  of  which  will  be  pro¬ 
vided  by  “friends”  and  anonymous 
donors  in  the  community.  Next  year, 
the  budget  will  likely  run  up  to 
$7500.  According  to  Dr.  Jones,  no  pub¬ 
lic  campaign  for  funds  is  in  the  im¬ 
mediate  prospect.  “We  do,  of  course, 
welcome  private  donations  from  in¬ 
terested  individuals,”  he  says,  adding 
that  the  Council  has  recently  been 
incorporated  as  a  legitimate  non¬ 
profit  organization. 

An  OutgTowth 

The  Durham  Council  on  Alcohol¬ 
ism  is  an  outgrowth  of  events  dating 
back  to  1954-55,  when  the  State 
Junior  Chamber  of  Commerce  adopt¬ 
ed  alcoholism  education  as  a  state- 
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wide  project.  The  Durham  Jaycees 
were  particularly  active  in  this  pro¬ 
ject  on  the  local  scene.  They  helped 
stimulate  an  official  Alcoholism  Edu¬ 
cation  week  in  Durham,  and  sponsor¬ 
ed  a  widely  publicized  speaking  en¬ 
gagement  by  Mrs.  Marty  Mann,  Ex¬ 
ecutive  Director  of  the  National  Com¬ 
mittee  on  Alcoholism. 

Committee  Formed 

The  Jaycees’  intense  activity  help¬ 
ed  to  concentrate  local  interest.  As 
a  result,  a  provisional  Citizens’  Com¬ 
mittee  on  Alcoholism  was  formed, 
headed  by  Dr.  Jones  and  Jaycee 
Robert  S.  Peake.  This  committee, 
operating  under  the  supervision  of 
the  Durham  Planning  Council,  under¬ 
took  a  survey  of  local  physicians,  in¬ 
dustrial  plants,  social  agencies  and 
other  professional  groups  to  deter¬ 
mine  the  extent  of  alcoholism  in  the 
Durham  area.  They  found  that,  as  in 
every  community,  the  problem  was 


prevalent  and  the  need  for  corrective 
measures  considerable.  The  interim 
Citizens’  Committee  served  until 
January,  1958,  when  the  present  coun¬ 
cil  was  established. 

The  Durham  Council  on  Alcohol¬ 
ism  represents  a  community  effort  to 
alleviate  some  of  the  suffering  caused 
by  alcoholism.  In  fittingly  idealistic 
terms,  Dr.  Thomas  Jones  summarizes 
the  Council’s  motivations  this  way: 

“Regardless  of  dates,  personalities, 
specific  events,  or  the  contribution  of 
any  faith,  individual,  organization 
or  administrative  element,  the  for¬ 
mation  of  the  Durham  Council  on 
Alcoholism  is  essentially  the  result 
of  man’s  feeble  but  continuing  effort 
to  make  restitution  for  man’s  in¬ 
humanity  to  man.  It  is  also  essential¬ 
ly  the  result  of  increasing  recognition 
of  the  dignity  of  the  individual,  and 
the  inherent  nobility  of  the  soul, 
without  prejudice  and  without 
criticism.” 


THE  ALCOHOLIC  OBSERVED  ' ^ ■  ■  . . -  . . ™ . . . . . . -  — . ■  . 

THE  majority  of  chronic  alcoholics  have  an  unusual  amount  of 
anxiety  or  tension  that  they  attempt  to  control  by  drinking;  this 
anxiety  is  experienced  as  a  feeling  of  fear,  dread,  or  apprehension  that 
may  amount  to  panic.  Most  anxious  patients  control  their  tension  by 
the  development  of  some  one  of  the  psychoneurotic  reactions.  The  alco¬ 
holic  on  the  other  hand  may  develop  few  somatic  complaints  to  control 
his  anxiety,  which  he  tolerates  poorly  and  attempts  to  relieve  immediate¬ 
ly  by  drinking;  this  is  a  temporarily  effective  measure. 


THERE  are  various  reasons  for  alcoholics’  deciding  to  cease  drinking. 

Most  frequently  the  necessity  of  abstaining  does  not  originate  with 
the  alcoholic  but  is  imposed  upon  him.  Such  factors  as  the  threat  of 
losing  his  job,  being  divorced,  or  being  prosecuted  for  driving  while 
intoxicated  motivate  an  apparently  spontaneous  decision  to  stop  drink¬ 
ing.  Unfortunately,  when  the  outside  pressures  are  relieved,  the  patient's 
resolve  is  likely  to  fade  and  his  previous  drinking  pattern  will  be  re¬ 
sumed,  unless  the  anxiety  over  the  results  of  further  drinking  is  greater 
than  the  impulse  for  immediate  relief  of  tension. 

— Jackson  A.  Smith,  M.D.  in  AMA  JOURNAL 
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Problem  Drinking 
anil 

Community  Responsibility 

Reprinted  by  permission  from  the  April,  1958  issue  of  PASTORAL  PSYCHOLOGY 
Copyright  1958  by  Pastoral  Psychology  Press,  Great  Neck,  N.  Y. 


ALCOHOLISM  and  problem  drink¬ 
ing  are  of  social  concern  pri¬ 
marily  because  of  the  many,  many 
ways  in  which  they  inflict  a  tragic 
mark  upon  society.  Whether  con¬ 
sidered  from  a  personal  viewpoint, 
from  a  family  viewpoint,  from  the 
viewpoint  of  the  church,  the  schools, 
industry,  or  from  that  of  the  com¬ 
munity  at  large,  the  costs  of  alcohol¬ 
ism  are  immense. 

In  respect  to  family  relations  it  is 
known  that  the  alcoholic  is  almost 
always  a  difficult  person  with  whom 
to  get  along.  Often  the  same  charac¬ 
teristics  which  make  him  prone  to  ex¬ 
cessive  drinking  also  make  him  un¬ 
suited  for  family  living.  The  family 
demands  a  giving  of  oneself,  sharing 
personal  and  emotional  experiences, 
giving  and  receiving  of  affection, 
prestige,  self-respect.  All  this  is  parti¬ 
cularly  true  with  the  growing  com¬ 
plexities  of  life  in  specialized  society, 
for  more  and  more  the  family  is 
becoming  the  only  medium  by  which 
the  individual  can  achieve  these 
personal  gratifications.  Yet  the  alco¬ 
holic  is  often  a  person  who  is  incap¬ 
able  of  sharing  gratifications  on  an 
intimate  personal  level  or  who  has 
not  learned  how  to  do  it.  Further¬ 
more,  he  frequently  will  make  com¬ 
pletely  unreasonable  and  unrealistic 
demands  of  those  around  him.  To 
these  difficulties  in  personal  relation¬ 
ship  which  threaten  the  stability  of 


any  marriage  involving  a  problem 
drinker,  must  be  added  the  costs  of 
unhappiness,  the  unwholesome  effect 
on  children,  the  drain  on  the  family's 
financial  resources,  and  many  other 
factors  which  in  the  long  run  spell 
misfortune. 

Even  Greater  Costs 

From  the  point  of  view  of  the 
community  at  large  there  is  an  even 
greater  picture  of  costs  due  to  prob¬ 
lem  drinking.  Not  only  does  the  com¬ 
munity  stand  to  lose  from  such  fac¬ 
tors  as  marital  discord  but,  in  addi¬ 
tion,  the  community  spends  large 
amounts  of  money  in  what  has,  to 
the  present  time,  been  a  futile  effort 
to  do  something  about  the  problem 
of  alcoholics.  There  are  always  a  con¬ 
siderable  number  of  alcoholics  who 
have  gone  so  far  that  they  no  longer 
can  hold  any  type  of  steady  employ¬ 
ment.  And  so  the  community  has  to 
step  in  through  its  charitable  agen¬ 
cies  and  support  these  people  and 
their  families.  Other  problem  drink¬ 
ers  find  themselves  without  family 
or  friends  and  often  without  the  price 
of  a  bed  or  a  meal  and  these  too  be¬ 
come  the  charges  of  charity.  Many 
others,  either  as  vagrants  or  because 
of  their  disorderly  behavior,  come  in¬ 
to  the  arms  of  the  law.  There  are 
parts  of  the  country  where  ninety- 
five  percent  of  the  cells  in  local 
jails  are  occupied  by  people  appre- 
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hended  because  of  drunkenness.  The 
community,  too,  eventually  stands  to 
pay  the  costs  of  accidents  due  to  al¬ 
coholism. 

The  costs  of  alcoholism  to  a  com¬ 
munity’s  industry  and  business  must 
also  be  considered  in  terms  of  such 
factors  as  periodic  absenteeism  of  the 
alcoholic  during  or  following  a  bend¬ 
er,  the  waste  of  materials;  the  loss 
of  efficiency  and  in  some  cases  re¬ 
sulting  slow-down  of  an  entire  pro¬ 
duction  line;  the  higher  accident  rate 
of  alcoholics  with  its  effect  on  safety 
standards  and  again  on  production 
and  costs  for  medical  and  hospital 
expenses  as  well  as  disability  and 
pension  payments.  There  are  also 
costs  due  to  rapid  rate  of  labor  turn¬ 
over  when  it  becomes  necessary  to 
fire  alcoholics  from  their  jobs,  and 
the  detrimental  effect  which  the 
alcoholic  in  an  organization  may  have 
on  the  morale  of  his  fellow  workers 
or  associates  is  not  inconsiderable. 

With  problem  drinkers  whom  so¬ 
ciety  feels  it  must  retain  in  custody, 
there  have  been  traditionally  only 
two  courses  of  action:  the  jail  and  the 
mental  hospital.  Both  of  these  are 
extremely  costly  and  neither  has  af¬ 
forded  any  opportunities  for  getting 
at  the  roots  of  the  problem.  Millions 
of  dollars  are  wasted  annually  in 
putting  alcoholics  away  for  a  time — 
keeping  them  forcibly  from  drinking 
— only  to  have  them  go  on  bigger 
benders  when  released.  Most  jails  and 
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the  average  mental  hospital  cannot 
give  the  alcoholic  the  medical  or  psy¬ 
chiatric  treatment  or  social  guidance 
which  is  needed  to  get  at  the  roots  of 
his  illness. 

One  could  go  on  citing  the  costs  of 
alcoholism  for  a  long  time — nothing 
has  been  said  of  the  costs  to  the  in¬ 
dividual  in  terms  of  his  poor  health, 
unhappiness,  and  the  fact  that  his  life 
inevitably  becomes  pretty  much  of 
a  mess.  However,  it  should  be  clear 
that  alcoholism  is  a  tremendous 
social  and  public  health  problem. 

It  is  important  that  a  clear-cut 
distinction  be  maintained  between 
alcoholism  and  drinking.  The  use  of 
alcoholic  beverages  is  a  form  of 
custom.  The  use  existed  before  the 
beginnings  of  recorded  history  and 
has  been  widespread,  with  consider¬ 
able  variance,  in  time  and  culture.  In 
the  United  States  at  present  from 
sixty-five  to  seventy  million  adults 
customarily  use  alcoholic  beverages 
at  some  time.  Among  these  sixty-five 
million  people  there  are  perhaps  four 
and  one-half  million  problem  drink¬ 
ers — persons  for  whom  drinking  is 
associated  with  severe  problems  of 
adjustment.  These  include  both  alco¬ 
holics  and  those  persons  who,  al¬ 
though  they  maintain  control  over 
their  drinking,  find  that  it  interferes 
in  varying  degrees  with  their  health 
and  personal  relations  and  materially 
reduces  their  effectiveness  in  work 
and  other  activities.  Alcoholism  itself 
can  be  defined  as  a  complex  aggres¬ 
sive  disorder  characterized  by  the 
uncontrolled  use  of  alcohol  and  by 
various  symptoms  of  psychological, 
physiological,  or  social  maladjust¬ 
ment. 

In  considering  the  underlying 
causes  of  alcoholism,  factors  of  per¬ 
sonality  development  and  of  environ¬ 
ment  should  be  included.  In  addition, 
the  possible  existence  of  a  physiologi¬ 
cal  factor  or  factors  should  be  con- 


MEET  THE  AUTHOR 

Dr.  Robert  Straus  received  his 
Ph.  D.  from  Yale  in  1947,  after 
which  he  spent  6  years  on  the  staff 
of  the  Yale  Center  of  Alcohol  Stu¬ 
dies.  During  this  period  he  also 
served  as  acting  director  for  the 
Connecticut  Child  Study  and  Treat¬ 
ment  Home  and  as  staff  director 
for  the  Connecticut  Commission  on 
Health  Resources. 

In  1953  he  went  to  the  State 
University  of  New  York,  Upstate 
Medical  Center  in  Syracuse,  as  as¬ 
sistant  professor  and  then  asso¬ 
ciate  professor  of  preventive  medi¬ 
cine  with  a  major  responsibility  of 
developing  a  research  and  teaching 
program  in  the  behavioral  sciences. 
Then,  in  1956  he  went  to  Lexing¬ 
ton,  Kentucky,  as  professor  of 
medical  sociology  and  a  member 
of  the  planning  staff  for  the  new 
Medical  Center  at  the  University 
of  Kentucky. 

His  writings  in  the  behavioral 
sciences  are  numerous.  Major 
publications  include  the  books, 
DRINKING  IN  COLLEGE  with 
Selden  Bacon  in  1953  and  MED¬ 
ICAL  CARE  FOR  SEAMEN  in 
1950.  In  addition,  about  40  articles 
by  Dr.  Straus  have  appeared  in 
the  professional  journals.  He  also 
serves  ts  associate  editor  for  the 
Quarterly  Journal  of  Studies  on 
Alcohol. 


sidered  as  a  limiting  or  primary 
cause.  Major  etiological  importance 
is  attached  to  the  effect  of  early 
environmental  factors  on  the  develop¬ 
ment  of  the  pre-alcoholic  personality, 
for  the  alcoholic  is  usually  charac¬ 
terized  by  the  survival  of  immature 
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emotional  responses  to  situations 
of  stress.  Addiction  to  alcohol  often 
appears  in  persons  who  have  experi¬ 
enced  relatively  untroubled  adult 
lives  but  whose  problems  can  be  as¬ 
sociated  with  neurotic  tendencies 
tracing  back  to  childhood. 

Alcohol  for  the  alcoholic  represents 
the  most  valued  means  of  gratifying 
keenly  felt  basic  needs  for  achieving 
pleasure  or  avoiding  pain.  Due  to  its 
pharmacological  properties  and  its 
immediate  effect  on  the  central  ner¬ 
vous  system,  alcohol  in  sufficient 
amounts  provides  a  temporary  illus¬ 
ion  of  success  and  well-being.  It  thus 
provides  the  alcoholic  with  a  false 
solution  for  unbearable  emotional 
stress.  The  end  result  of  the  action 
of  alcohol  on  the  central  nervous 
system  is  increased  tension.  This  is 
further  magnified  by  a  psychological 
reaction  to  such  temporary  relief. 
The  alcoholic  pattern  thus  becomes  a 


vicious  spiral.  Each  attempt  at  gain¬ 
ing  relief  through  drinking  eventual¬ 
ly  leads  to  greater  stress  and  tension 
and  a  greater  dependence  on  alcohol. 

It  should  be  emphasized  that  the 
deviations  displayed  by  alcoholics  in 
their  behavioral  responses  to  drink¬ 
ing  and  their  over-all  adjustment 
pattern  show  wide  variations.  Fur¬ 
thermore,  these  can  frequently  be 
distinguished  only  by  a  matter  of 
degree  from  the  reactions  and  be¬ 
havior  of  non-alcoholics.  The  fact 
that  about  94  percent  of  drinkers  in 
this  country  do  not  experience  the 
reactions  which  characterize  the  alco¬ 
holic  suggests  the  relegation  of  alco¬ 
hol  itself  to  a  secondary  causal  role. 

It  is  now  logical  to  consider  what 
is  being  done  to  prevent  this  great 
tragedy.  Fortunately,  today  we  can 
say  a  good  deal.  Reference  has  al¬ 
ready  been  made  to  the  fact  that  some 
remarkable  changes  in  attitudes  and 


THE  COMMON  GROUND 


BY  narcotizing-  or  dulling  the  higher  brain  centers  which  control 
judgment  and  conventional  patterns  of  behavior,  alcohol  in  moder¬ 
ate  quantities  releases  inhibitions.  Ordinarily  shy  people  become  sociable 
and  garrulous.  Instinctive  behavior  .  .  .  which  in  the  absence  of  alcohol 
is  partially  controlled  by  the  higher  brain  centers,  seems  to  dominate 
alcoholic  behavior. 

—from  THE  PROBLEM  DRINKER 
by  Joseph  Hirsch 


AFTER  any  number  of  exhaustive  tests  (psychologists)  have  reached 
the  conclusion  that  there  is  no  such  thing  as  an  alcoholic  type. 
Although  the  alcoholic  develops  a  sort  of  superimposed  personality  that 
is  easily  recognizable,  he  may  have  belonged  to  any  of  the  number  of 
types.  He  may  be  an  introvert,  an  extrovert,  a  sadist,  a  masochist; 
physically  he  may  be  athletic,  pyknic,  asthenic,  dysplastic.  Nothing  has 
been  learned  in  that  direction.  The  one  trait  that  potential  alcoholics 
have  in  common  is  a  maladjustment  toward  life. 

—from  THE  OTHER  SIDE  OF  THE  BOTTLE 
by  Dwight  Anderson 
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approaches  toward  alcoholism  have 
taken  place  during  the  last  fifteen 
years.  The  problem  of  alcohol  and 
alcoholism  are  slowly  but  surely 
emerging  from  a  veil  of  stigma,  mis¬ 
conception,  subjective  and  emotional 
opinion,  and  special  interest  pressure 
which  have  acted  in  the  past  to 
obscure  facts  in  this  field.  These  prob¬ 
lems  have  become  the  objects  of  scien¬ 
tific  investigation  and  are  being  ap¬ 
proached  with  programs  of  research, 
education,  and  therapy  geared  to 
long  range  goals  of  prevention. 

Research  Needed 

Since  this  is  a  problem  area  in 
which  until  recently  even  many  of 
the  simplest  and  most  basic  facts 
have  not  been  known  or  understood, 
there  has  been  urgent  need  for  many 
types  of  research  effort.  Scientists 
at  several  of  our  universities  have 
responded  to  these  needs  and  have 
undertaken  to  investigate  various 
aspects  of  the  problem.  At  the  Yale 
Center  of  Alcohol  Studies  for  more 
than  twenty  years  the  disciplines  of 
physiology,  medicine,  psychiatry,  law, 
religion,  economics,  psychology,  and 
sociology  have  been  coordinated  in  a 
comprehensive  research  program. 

Education  and  Prevention 

Another  prerequisite  for  the  pre¬ 
vention  and  solution  of  problems  of 
alcoholism  is  the  education  of  the 
general  public.  To  achieve  realistic 
prevention,  the  use  of  alcoholic 
beverages  must  be  understood  as  a 
custom  deep-rooted  in  the  cultural 
history  of  most  people.  The  actual 
functions  which  alcohol  plays  in  the 
human  organism  must  become  com¬ 
monly  known  facts  to  replace  many 
of  the  misconceived  stereotyped  be¬ 
liefs  which  have  prevailed.  The  pro¬ 
gressive  nature  of  alcoholism  must  be 
generally  understood  together  with 
certain  types  of  underlying  causes 


and  symptoms. 

In  the  education  of  young  people 
about  alcohol,  elements  of  inconsist¬ 
ency,  coerciveness,  and  fear  psycho¬ 
logy  must  be  eliminated.  Undesirable 
behavior  in  this  area  by  youth  can 
sometimes  be  traced  to  revulsion 
against  outmoded  educational  techni¬ 
ques,  while  intelligent  and  reason¬ 
able  behavior  can  be  expected  to 
result  from  the  straight-forward 
presentation  of  factual  information. 

The  third  prerequisite  to  an  effec¬ 
tive  program  for  the  prevention  of 
alcoholism  is  therapy  for  the  alco¬ 
holic.  It  has  sometimes  been  suggest¬ 
ed  that  perhaps  too  much  emphasis  is 
being  placed  on  therapy  and  not 
enough  on  prevention.  Of  course, 
these  two  aims  are  in  no  way  incom¬ 
patible.  Effective  therapy  is  essential 
to  prevention  and  is  one  of  the  most 
important  elements  in  any  approach 
to  these  problems. 

Stigma  Fading 

No  longer  are  the  subjects  of  drink¬ 
ing  and  drunkenness  completely 
dominated  by  ignorance,  by  stigma, 
or  by  the  archaic  doctrines  of  special 
interest  factions.  Although  special 
interest  groups  continue  to  exert  a 
certain  amount  of  influence,  the  alco¬ 
holics  themselves  and  the  specialists 
who  are  working  in  the  field  now 
command  the  public’s  attention.  A 
gradually  developing  informed  public 
opinion  no  longer  looks  upon  the  ex¬ 
cessive  drinker  as  one  who  lacks  will 
power,  has  sinned,  or  is  worthless. 
Instead,  more  and  more  people  are 
coming  to  realize  that  with  proper 
research,  educational  and  therapeutic 
approaches  (1)  rehabilitation  of  the 
alcoholic  can  be  achieved,  (2)  the 
considerable  loss  which  has  been  as¬ 
sociated  in  the  past  with  ineffective 
handling  of  the  alcoholic  can  be  elimi¬ 
nated,  and  (3)  realistic  programs  of 
alcoholism  can  be  inaugurated. 
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Reprinted  from  The  Reporter,  published  by  Florida  Alcoholic  Rehabilitation  Program 


PEOPLE  are  beginning  to  view  the 
town  drunk  as  a  sick  person 
rather  than  a  lost  sinner  perversely 
pursuing  his  own  destruction,  a 
nationwide  survey  indicates. 

So  reports  Elmo  Roper  and  Associ¬ 
ates,  through  the  National  Council  on 
Alcoholism,  Inc. 

The  alcoholic  “is  coming  to  be  seen 
as  a  sick  and  suffering  human  being 
whose  drive  to  liquor  comes  from 
powerful  forces  beyond  his  control, 
and  who  is  in  need  of  understanding 
and  treatment  rather  than  moral  ex¬ 
hortation”,  Elmo  Roper  And  Associ¬ 
ates  report  in  THE  PUBLIC  PULSE. 

Further,  the  firm  said,  this  new 
look  at  alcohol  addiction  shows  up 
clearly  in  the  answers  a  nationwide 
cross  section  gave  to  this  survey 
question: 

“If  you  knew  someone  who  habitu¬ 
ally  drank  so  much  that  it  affected 
his  job  and  his  relations  with  people, 
would  you  say  that  he  is  morally 
weak  or  would  you  say  that  he  is 
sick?” 

Thirty-five  per  cent  of  the  persons 
interviewed  said  the  subject  is  moral¬ 
ly  weak,  58  per  cent  said  they  be¬ 
lieved  such  a  person  is  sick.  Seven 
per  cent  expressed  no  opinion. 

The  report  continued,  “That  they 
(alcoholics)  are  truly  victims  of  a 


sickness  beyond  their  control  is  in¬ 
evitably  difficult  to  understand  for 
those  of  us  who  drink — or  not — at 
will.” 

“Alcoholics  are  often  attractive  and 
intelligent  individuals  who  seem  to 
act  like  anybody  else — when  sober. 
The  difference  is  that  their  need  for 
alcohol,  and  the  escape  it  provides, 
is  literally  overwhelming.” 

The  Roper  report  showed  that 
residents  of  rural  areas  tended  to 
view  alcoholism  more  as  a  moral 
weakness  than  an  illness. 

In  groups  with  less  education  the 
idea  that  alcoholism  is  a  moral  lapse 
still  persists — among  grammar  school- 
educated  people,  47  per  cent  called 
compulsive  drinkers  “morally  weak,” 
as  opposed  to  only  26  percent  of  those 
with  a  college  background,  the  report 
said. 

Forty-four  percent  of  people  living 
in  rural  areas  looked  at  the  problem 
from  a  moralistic  point  of  view,  while 
the  figure  for  the  average  city  dwel¬ 
ler  was  more  than  10  percent  lower. 

Women,  who  records  show  are  less 
likely  to  succumb  to  the  illness  than 
men,  are  more  inclined  than  men  to 
take  a  compassionate  view  of  it. 

But  among  both  sexes  a  majority 
has  come  to  see  this  problem  in  medi¬ 
cal,  rather  than  moral  terms. 
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Reprinted  from  PIONEER ,  published  by  the  Pioneer  AA  Group, 
Washington  State  Penitentiary . 


NO  one  but  an  alcoholic  knows  the 
price  paid  to  alleviate  loneliness. 
It  is  probable  a  large  number  of 
alcoholics  fall  into  their  uncontrolled 
drinking  habit  through  the  factor  of 
loneliness.  It  can  very  often  be  the 
feeling  of  aloneness  that  induces  the 
idea  into  the  mind  that  the  bottle  is 
a  fine  friend. 

A  friend  that  will  nullify  the 
downright  despair.  A  friend  that  will 
even  make  everything  take  on  a  nice, 
rosy  hue,  leading  one  to  believe 
happy  days  are  here  again.  It  can, 
seemingly,  even  help  to  find  wonder¬ 
ful  new  friendships  for  one  in  the 
places  he  frequents  to  partake  of  the 
cheer  of  the  bottle.  To  a  person  who 
always  thought  of  himself  as  being 
misunderstood  and  alone  in  life,  this 
can  be  a  wonderful  boon.  So  it  has 
been  with  me. 

In  the  ranks  of  alcoholism  may  be 
found  many  introverted,  predomin¬ 
antly  shy  people.  These  people,  as  a 
rule,  are  quite  sensitive,  taking  to 
heart  any  of  the  small  slights  and 
misunderstandings  that  may  arise  in 
the  course  of  a  day.  These  are  very 
likely  to  prey  heavily  upon  their 
minds,  accumulating  and  bringing 
about  eventually  a  feeling  of  almost 
complete  inadequacy.  A  psychologist 
would  call  this  an  acute  inferiority 
complex.  They  may  come  to  doubt 
their  own  abilities  as  regards  the  per¬ 


formance  of  even  the  simplest  of 
their  duties  in  life.  They  may  come  to 
shy  away  from  any  new  contacts 
with  other  people  in  the  course  of 
their  existence. 

Thus  they  shy  away  from  others 
who  are  strange  to  them.  They  make 
very  few,  if  any,  new  friends.  Their 
acquaintances  and  friends,  unable  to 
understand  this,  often  increase  iso¬ 
lation  and  strangeness.  This,  in  turn, 
prompts  avoiding  contact  with  them. 
This  self-imposed  isolation  increases 
upon  itself,  becoming  ever  greater. 
The  person  himself  may  completely 
fail  to  understand  the  reason  others 
drift  away  from  him,  thinking  oft- 
times  it  is  the  fault  of  these  others, 
and  resenting  highly  their  actions. 

Near  Desperation 

Eventually,  a  feeling  akin  to  despe¬ 
ration  may  come  to  a  person  such  as 
this.  He  feels  completely  alone.  He 
thinks  himself  friendless  and  mis¬ 
understood.  He  wanders  through  his 
everyday  existence,  hoping  on  hope 
he  will  find  an  honest  friend  who 
will  solve  his  problems  and  set  every¬ 
thing  aright  in  his  little  world  again. 
But  due  to  his  reclusion,  his  entire 
demeanor  will  often  tend  to  repel 
others  |  He  keeps  hoping,  however. 
That  is  the  paradox  of  the  hope¬ 
less.  They  live  on  hope.  So  he 
(Continued  on  page  20) 
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The  lonely  alcoholic  hopes  forever ,  but  then  it 
is  the  paradox  of  the  hopeless  to  live  on  hope. 


BY  KENNY  C. 


keeps  seeking  yet  never  finding  any¬ 
one  who  can  live  up  to  the  right 
specifications  he  places  upon  friend¬ 
ship.  Few,  if  any,  would  be  willing. 
Even  loved  ones  fail  to  fill  the  bill. 

A  person  who  has  come  to  follow 
in  this  general  line  is  a  setup  and  a 
pushover  for  alcoholism.  So  it  was 
with  me.  Somewhere,  sometime,  I  be¬ 
came  introduced  to  the  cup  that 
cheers.  The  ultimate  result  can  be 
immediate  or  it  may  develop  gradu¬ 
ally.  The  first  thing  this  individual 
will  notice  is  a  very  pleasant  feeling 
of  relaxation.  He  feels  relieved  of 
some  of  his  tension,  the  monumen¬ 
tal  problems  that  have  been  plagu¬ 
ing  him  seem  somehow  less  pressing. 
He  tries  another.  The  alcohol  cir¬ 
culates  to  his  brain,  anesthetizing 
his  centers  of  fine  judgment.  His  in¬ 
hibitions  are  dulled  and  then  leave 
him. 

A  New  Personality 

This  is  wonderful.  For  the  first 
time  he  can  say  the  things  to  others 
he  has  always  wanted  to  say.  The 
personality  he  has  always  considered 
superior  in  his  heart  seems  to  shine 
forth.  He  believes  he  is  illuminating 
the  room  with  flowing  benevolence. 
Suddenly  he  has  found  a  host  of  new 
friends.  His  problems  are  solved,  or 
so  he  thinks. 

As  time  passes  the  embryo  alco¬ 
holic  will  call  more  and  more  often 
upon  this  magic  he  has  found  which 
seemingly  solves  his  problems.  His 
newly  found  friends  are  there.  He 
hurries  through  his  working  hours, 
impatient  for  the  time  when  he  can 
again  join  them  and  lose  his  tensions 
and  problems  of  the  day  in  the  bottle 
and  fellowship  of  the  companions  he 
has  found.  Here  at  last  he  is  sure 
are  understanding  people  who  ap¬ 
preciate  his  fine  abilities.  No  one  else 
has  ever  done  this  before  in  his 
memory.  How  could  anything  like 


this  be  harmful? 

His  family  and  friends  of  pre¬ 
drinking  days  may  come  to  tell  him 
this  is  wrong.  They  may  say  his 
drinking  is  becoming  a  serious  prob¬ 
lem,  one  he  should  part  from.  He 
will  probably  consider  they  complete¬ 
ly  lack  understanding  of  him  and  his 
problems.  Should  they  persist  in  criti¬ 
cizing  his  drinking  habits  and  his 
new-found  friends,  they  will  simply 
drive  him  to  seeking  condolence 
more  and  more  frequently  through 
this  new  medium. 

Eventually,  however,  he  may 
awake  to  the  idea  something  is 
wrong.  His  job  is  becoming  shaky 
or  he  has  been  losing  jobs  frequently. 
His  family  life  is  becoming  unten¬ 
able.  As  this  continues  with  in¬ 
creasingly  dire  results,  he  may  even 
come  to  realize  it  is  his  drinking  that 
is  to  blame  for  this.  So  realizing,  he 
makes  resolutions.  He  promises  his 
family  and  employer  that  he  is 
going  to  quit  drinking. 

He  even  tries.  But  there  is  some¬ 
thing  that  keeps  drawing  him  back. 
The  time  he  spends  sober  is  often 
completely  unhappy.  He  knows  of 
no  other  way  to  find  relief  for  his 
tensions  and  unhappiness  than  his 
old  companion,  the  bottle.  He  finds 
he  is  unable  to  stay  away  from  it  for 
any  length  of  time.  He  has  nothing 
to  replace  this  in  his  life.  Without 
alcohol  his  life  is  empty.  He  is  an 
alcoholic. 

This  could  seem  to  be  an  extreme 
and  dire  description  of  this  particular 
phase  of  alcoholism.  Remember,  this 
is  the  way  I  see  it.  This  may  be  due 
to  the  fact  persons  so  afflicted  are 
docile.  When  sober  they  do  not  show 
their  inner  thoughts  and  feelings  on 
the  surface.  They  tend  to  hide  their 
true  feelings  from  everyone,  seeming 
often  quite  isolated  in  relations  with 
others. 

For  unfortunates  such  as  these — 
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myself  included — AA  is  the  greatest 
hope  for  a  life  containing  happiness 
and  the  benefits  others  enjoy  in  their 
lives.  The  person  who  enters  into  and 
accepts  wholeheartedly  and  honestly 
the  AA  program,  will  find,  I  believe, 
the  answer  to  practically  all  of  the 
problems  that  have  been  dogging 
him.  He  will  find  wholesome  com¬ 
panionship  with  others  who  have 
similar  problems  and  are  sympathetic 
to  his  needs  and  desires.  He  will  find 
he  can  express  himself  to  people  who 
will  understand  and  listen  avidly. 
There  will  be  enlightening  activities 
for  him.  He  will  learn  understanding 
of  others  as  well  as  of  his  own  needs. 
He  can  develop  his  spiritual  life,  find¬ 
ing  calm  and  strength  of  purpose 
through  this.  Through  this  sincere 
participation  he  will  arrest  his  alco¬ 
holism.  Even  more  important  will  be 
the  alleviation  and  elimination  of 
the  personality  problems  that  were 
the  initial  cause  of  his  alcoholism. 

Any  alcoholic,  who  arrives  at  a 
sincere  desire  to  find  a  better  way  of 
life  and  who  can  be  scrupulously 
honest  with  himself,  can  find  this 
through  active  participation  in  the 
AA  program.  It  has  worked  for  many 
who  thought  themselves  hopeless, 
doomed  to  a  drunkard’s  grave. 

The  most  wonderful  thing  about 
AA,  able  seemingly  to  accomplish 
miracles  with  hopeless  lives,  is  that  it 
is  open  to  anyone  who  needs  it. 
There  are  no  dues  or  stringent  rules, 
no  one  is  qualified  to  look  down  upon 
the  next  person.  For  each  success¬ 
ful  member  of  AA  has  been  there. 
He  has  hit  a  personal  bottom  and 
risen  again  through  AA. 

Anyone  who  yet  suffers  is  welcome 
in  the  program.  More  than  this,  he 
is  needed,  for  it  is  the  new  arrival 
and  the  many  yet  in  need,  that  keep 
refreshing  and  swelling  the  ranks 
and  effectiveness  of  the  AA  brother¬ 
hood. 


MAY-JUNE,  1958 


21 


HOME-STYLE  THERAPY 


Whether  its  photography,  sewing,  or  fishing, 
throw  off  your  cloak  of  worries  and  adopt 
a  new  interest  in  life.  Open  your  eyes  and 
look  at  the  world  around  you.  You'll  like  it. 

BY  CLAIRE  CHENEY 


IN  this  world  of  ours  where  tension 
and  pressures  are  constantly 
threatening  our  peace  of  mind,  there 
is  a  need  for  us  to  “escape  from  it 
all”,  to  dissociate  ourselves  from  the 
worries  that  plague  us  from  time  to 
time. 

Alcoholics  particularly  have  found 
that  their  need  to  escape  is  so  great 
as  to  send  them  again  and  again  to 
the  bottle,  even  when  they  realize 
that  with  every  drink  they  become 
more  and  more  out  of  touch  with 
reality.  Alcohol  provides  them  with 
what  they  want,  an  inability  to  feel. 

We  all  need  to  escape.  People  who 
attend  four  and  five  movies  a  week 
unless  for  professional  reasons  are 
finding  terrific  diversion  in  watching 
Clark  Gable  make  a  pass  at  Doris 
Day,  or  Gary  Cooper  riding  the  prai¬ 
rie,  looking  for  the  gang  of  rustlers 
who  robbed  him  of  his  herd.  Those 


people  who  cannot  sit  down  for  a 
minute  without  picking  up  a  book 
and  who  consume  five  or  six  books  a 
week  are  in  a  sense  living  in  another 
world,  a  world  more  pleasant  than 
the  one  they  find  themselves  living 
in. 

Reading  and  theatre-going  are  en¬ 
joyable  and  stimulating;  they  provide 
recreation  and  education  and  are  as 
natural  and  normal  as  any  diversions 
our  society  has.  But  carried  to  the 
extreme,  it  becomes  another  matter. 

To  have  a  cocktail  before  dinner  is 
also  a  mild  form  of  escape,  since  the 
alcohol  acts  on  the  brain  as  an 
anesthetic,  but  to  drink  five  or  six 
cocktails  before  and  after  dinner 
every  night  in  the  week  is  not  normal 
and  it  means  that  the  drinker  is 
looking  for  more  than  a  mild  diver¬ 
sion  or  escape  from  whatever  it  is 
that  is  bothering  him.  He  wants  com- 
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plete  anesthetization. 

Alcoholic  treatment  centers  have 
long  recognized  the  human  need  for 
escape  and  as  a  part  of  their  treat¬ 
ment  programs,  have  instigated  oc¬ 
cupational  therapy  classes  where  pa¬ 
tients  can  learn  rug  weaving,  wood 
carving,  ceramics,  painting,  etc.  Here 
the  patient  can  express  himself  with¬ 
out  reservation  or  fear  of  exposure. 
Occupational  therapy  provides  an  ex¬ 
cellent  source  of  insight  both  to  the 
therapist  and  the  patient. 

Aside,  though,  from  the  human 
need  to  escape  there  is  the  urge 
to  create — to  do  or  make  something 
that  no  one  else  can  duplicate — to 
make  a  mark  on  the  world  that  is 
wholly  theirs.  Who  can  duplicate 
Van  Gogh’s  paintings  or  Beethoven’s 
music  or  Charles  Dickens’  charac¬ 
ters?  No  one.  There  are  many  imi¬ 
tations,  but  nothing  anyone  has  ever 


painted,  composed,  or  written  can 
duplicate  the  original  creation. 

The  desire  to  create  is  in  all  of  us, 
beginning  with  a  desire  for  children, 
to  propagate  one’s  own  kind.  Cre¬ 
ation  is  apparent  in  the  simplest 
cake  that  Mom  bakes,  the  dress  that 
Sister  made  in  Home  Ec.  class,  the 
table  that  Pop  made  for  the  living 
room.  No  one  else  could  have  done  it 
exactly  as  they  did  it.  They  created 
and  what  they  created  is  ultimately 
theirs.  They  alone  received  the  great 
satisfaction  that  comes  with  taking 
a  few  raw  materials  and  out  of  them 
making  something  of  beauty. 

Hobbyists  have  long  since  discover¬ 
ed  the  relaxation  and  gratification 
that  comes  with  the  combination  of 
escape  plus  creation.  Perhaps  you 
know  a  man  on  your  street  who 
putters  around  the  yard  all  the  time. 
Perhaps  he  doesn’t  accomplish  much 
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compared  to  the  number  of  hours  he 
spends  out  there,  but  have  you 
noticed  the  look  on  his  face  when 
he  goes  out  to  look  at  his  plants  each 
day,  seeing  how  much  they’ve  grown 
within  the  past  24  hours?  The  look 
is  comparable  to  the  look  fathers  give 
their  new  born  babes  as  they  lie  in 
their  cribs.  They  (with  the  help  of 
Mother  Nature)  have  created  a  living 
thing.  Here  again  is  creation  and 
along  with  it,  great  satisfaction  for 
the  creator. 

We  all  might  well  adopt  a  little  of 
this  occupational  therapy  at  home. 
We’ve  heard  wives  say  that  after  an 
argument  with  their  husbands,  they 
can  really  rush  in  and  give  their 
houses  a  thorough  cleaning.  What 
better  way  is  there  to  work  off  anger 
than  down  on  your  knees  scrubbing 
the  kitchen  floor  or  giving  the  furni¬ 
ture  a  thorough  waxing  and  polish¬ 
ing?  It’s  certainly  a  more  creative 
way  to  get  rid  of  hostility  than 
throwing  a  temper  tantrum  and  in 
the  long  run  more  satisfying,  too,  to 
all  concerned. 

A  Type  of  Therapy 

Another  form  of  occupational 
therapy  and  one  more  lasting  and 
rewarding  than  sporadic  houseclean¬ 
ing  is  to  adopt  a  hobby.  Have  you  al¬ 
ways  been  interested  in  photography 
but  haven’t  had  time,  you  say,  to 
develop  your  interest?  If  time  is  what 
you’re  waiting  for,  you’ll  never  have 
enough  of  it.  Besides,  haven’t  you 
heard  that  you  have  all  the  time 
there  is?  The  question  is  whether  or 
not  you’re  using  your  time  wisely. 

If  you  feel  you  can’t  afford  an  ex¬ 
pensive  camera  right  away,  rent  or 
borrow  a  cheaper  one  and  start  today 
on  your  hobby  of  photography.  Not 
only  will  it  give  you  creative  satis¬ 
faction,  but  you’ll  be  the  delight  of 
your  family  and  friends.  If  you  be¬ 
come  good  enough,  you  might  even 


find  it  a  way  to  make  a  little  side 
money  since  there  probably  hasn’t 
been  a  club  or  organization  invented 
that  doesn’t  want  to  to  have  a  picture 
taken  of  their  members  at  some  time 
or  another. 

If  you  have  a  mechanical  bent  but 
are  dismayed  at  the  complicated 
structures  that  go  into  making  to¬ 
day’s  automobiles  (and  who  wouldn’t 
be?),  try  tinkering  with  something 
else.  A  hi-fi  set  is  easy  for  someone 
mechanically  inclined  and  will  be  a 
grand  addition  to  your  household. 
Think  of  the  hours  of  pleasure  that 
lie  ahead  in  listening  to  your  favorite 
records,  with  each  note  realizing 
that  you  alone  made  the  instrument 
that  reproduces  that  glorious  sound. 

Sewing  is  a  wonderful  hobby  for 
women  and  think  of  the  money  you’ll 
save!  And  what  a  thrill  it  is  to  put 
on  a  dress  in  the  morning  that  you 
alone  put  together.  What  if  the  hem¬ 
line  sags  a  little  in  one  place,  you 
made  it,  didn’t  you?  Soon  with  time 
and  experience,  you’ll  learn  how  to 
avoid  those  little  imperfections  that 
plague  you  at  first  until  you  become 
the  envy  of  the  neighborhood  at 
your  skill  in  making  and  maybe  even 
designing  your  own  clothes. 

Perhaps  in  your  early  school  years, 
you  discovered  you  had  a  talent  for 
drawing  or  molding  clay  or  perhaps 
you  acquired  an  aptitude  for  being 
high  scorer  at  every  school  basket¬ 
ball  game.  You’ve  always  meant  to  do 
something  with  that  talent  of  yours 
but  what  with  earning  a  living,  rais¬ 
ing  children  and  trying  to  keep  your 
head  above  water,  you’ve  neglected 
doing  something  about  it.  Now’s  the 
time  to  bring  that  talent  out  into  the 
open.  Start  going  down  to  the  gym 
for  exercise  if  you  enjoy  sports.  Or 
get  out  that  drawing  pad  when  you 
have  a  few  minutes  and  sketch  your 
child  sleeping  or  playing.  You  might 
find  the  door  opening  to  a  whole  new 
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life  as  a  professional  artist. 

The  point  is  to  excel  at  something, 
no  matter  how  trivial  it  may  seem. 
Your  Aunt  Mary  made  the  best 
pound  cake  you  ever  tasted.  That 
was  her  hobby,  you  might  say  and 
she  excelled  at  it.  When  she  saw 
the  look  on  your  face  as  you  tasted 
the  first  morsel  of  cake  right  out  of 
the  oven,  it  was  worth  all  that  went 
into  creating  it.  Suppose  your  Uncle 
John’s  ghost  stories  made  you  shiver 
and  tremble  as  a  child  long  after  you 
went  to  bed.  No  one  could  tell 
stories  like  Uncle  John.  That  was  his 
hobby  and  you  loved  him  for  it. 

Need  To  Excel 

We  all  want  to  excel,  to  be  better 
than  the  next  person.  But  we  can’t 
excel  in  everything.  We’re  just  not 
made  that  way;  there’s  always  some¬ 
body  just  a  little  bit  better  than  we 
are.  But  we  can  excel  in  something. 
Find  out  what  you  enjoy,  what  gives 
you  the  greatest  pleasure  and  by 
golly  sit  down  and  make  yourself  go 
to  it.  You  won’t  excel  at  first,  but  if 
you  keep  at  it,  you’ll  find  that  what 
you’re  creating  cannot  be  matched 
to  anything  else  in  the  world.  It’s 
yours!  And  when  you  think  you’ve 
done  your  best,  keep  on  working  at 
it.  Creating  with  the  very  best  in 
you  puts  you  a  little  closer  with  your 
Creator. 

It  is  said  that  alcoholics  are  among 
the  most  sensitive  people  in  the 
world  and  it  is  this  sensitivity  which 
makes  alcohol  so  attractive  for  them. 
It  dulls  the  hurt  they  feel  inside.  But 
if  an  alcoholic  could,  just  for  a  little 
while,  put  the  bottle  away,  he’d  dis¬ 
cover  so  many  things  about  this 
world  of  ours.  And  this  is  true  not 
only  of  alcoholics.  It  applies  to  every¬ 
one  who  has  shut  himself  off  from 
living. 

Is  there  anything  more  beautiful 
than  the  aurora  borealis  on  a  star-lit 


night,  anything  more  comforting 
than  hearing  a  hoot  owl  or  a  bob- 
white  in  the  night  as  you  are  half- 
asleep?  What  about  the  smell  of  the 
air  just  before  and  after  a  heavy  rain? 
It’s  so  heavy  you  can  almost  touch 
it.  Isn’t  the  sound  of  the  ocean  a 
happy  sound? 

These  sensations  come  from  an 
awareness  of  things  around  us.  Un¬ 
fortunately  some  people  are  not 
aware.  They  see  and  hear,  as  if  by 
rote.  Think  of  what  they’re  missing! 

We  are  all  endowed  with  the  gift 
to  hear,  smell,  taste,  see  and  feel. 
But  often  in  our  narrow,  restricted 
lives  we  hear  nothing  but  the  tinkle 
of  money,  the  baby  crying,  the  wife 
nagging,  the  boss  scolding.  We  have 
truly  lost  our  senses. 

There  is  so  much  more  to  living 
than  the  office,  the  bank  balance,  the 
commuter  train,  the  frowns  and 
tensions  of  people  who  walk  by  on 
the  street.  There  are  flowers  from 
your  own  garden,  a  special  pie  you 
baked  for  Sunday  dinner,  the  walk  in 
the  woods,  the  singing  of  the  birds, 
the  different  sounds  sea  shells  make. 

Take  Time  Off 

Take  a  little  time  off  from  your 
worries.  Become  aware  of  what’s 
around  you,  participate  in  things, 
become  a  part  of  the  world.  Escape 
from  your  pressures  and  headaches 
to  a  part  of  your  life  much  more 
attractive — the  awareness  and  in¬ 
terest  in  things  you  had  as  a  child 
but  have  since  lost.  Choose  a  hobby 
and  work  at  it,  because  if  you  don’t 
put  your  heart  and  soul  into  it,  it 
won’t  mean  a  thing  to  you.  Take 
pride  in  your  accomplishments  and 
watch  your  new  attitudes  drift  over 
into  other  parts  of  your  life.  Try  it 
for  just  30  days,  if  you  have  doubts, 
and  see  if  they  don’t  become  the  first 
of  some  of  the  most  fulfilling  days  of 
your  life. 


MAY-JUNE,  1958 


25 


WHAT  ABOUT  ANTABUSE? 

Reprinted  by  permission  of  the  New  Hampshire  Bulletin  on  Alcoholism, 
published  by  N.  H.  Division  on  Alcoholism 


THIS  report  is  a  brief  summary  of 
a  survey  recently  completed  by 
the  New  Hampshire  Division  on 
Alcoholism.  Although  we  do  not 
advocate  Antabuse  as  a  cure-all,  we 
have  for  some  time  used  Antabuse 
for  selected  alcoholics  under  the 
medical  supervision  of  their  family 
physician.  This  report  deals  only  with 
those  alcoholics  who  came  to  us  for 
help;  thus  the  conclusions  obviously 
cannot  apply  to  all  alcoholics. 

While  we  recognize  that  certain 
personalities  and  certain  types  of  en¬ 
vironmental  situations  exist  which 
would  make  the  use  of  Antabuse 
either  more  or  less  advantageous  to 
the  individual  alcoholic,  we  thought 
a  report  was  needed  at  this  time  on 
some  of  our  experience  with  Anta¬ 
buse  without  necessarily  becoming 
involved  in  these  other  areas.  We 
have  long  felt  that  Antabuse  was  an 
adjunctive,  supportive  type  of  treat¬ 
ment,  which  acted  as  a  sort  of  ex¬ 
ternal  control  over  any  wish  the 
alcoholic  might  have  to  resume 
drinking;  and  that  its  primary  pur¬ 
pose  was  in  helping  certain  alco¬ 
holics  maintain  sobriety  during  this 
extremely  difficult  period  of  adjust¬ 
ment  from  a  life  of  drinking  to  a  life 
of  abstinence.  We  have  also  felt  that 
it  was  necessary  during  this  period  of 
enforced  abstinence  for  the  alcoholic 
to  seek  help  for  his  difficulties,  since 
the  external  threat  implied  through 
the  use  of  Antabuse  alone  would  not 
provide  sufficient,  long  lasting,  moti¬ 
vation  for  continual  sobriety.  Eventu¬ 
ally,  through  other  forms  of  assist¬ 
ance,  these  alcoholics  would  rebuild 


their  lives  around  abstinence,  and 
develop  from  within  themselves  the 
strength  to  maintain  their  objective. 

With  this  reasoning  in  mind,  we 
were  interested  in  determining  how 
long  our  patients  remained  on  this 
drug.  We  felt  the  alcoholic  who  con¬ 
tinued  Antabuse  indefinitely  depend¬ 
ed  upon  Antabuse  as  his  primary 
means  of  maintaining  sobriety; 
whereas  if  he  took  Antabuse  for  a 
short  period  of  time,  he  was  in  fact 
utilizing  the  drug  for  emergency  as¬ 
sistance  as  an  “external  control” 
which  would  soon  “wear  out”.  Fur¬ 
ther,  we  wondered  when  this  would 
lessen  to  the  extent  that  he  would 
discontinue  the  Antabuse.  Did  pa¬ 
tients  stop  Antabuse  shortly  after 
they  were  discharged  from  our  hos¬ 
pital,  or  did  they  continue  for  an 
appreciable  period?  Also,  what  factors 
seemed  to  affect  the  length  of  time 
they  were  on  Antabuse? 

Our  survey  disclosed  a  rather  in¬ 
teresting  trend.  We  found  that  95% 
of  the  patients  placed  on  Antabuse 
stopped  within  a  four-month  period. 
Of  course,  this  did  not  mean  they  re¬ 
sumed  drinking  since  many  of  them 
had  found  other  ways  of  being  help¬ 
ed  and  evidently  no  longer  felt  they 
needed  the  control  of  Antabuse.  We 
also  found  that  of  those  who  took 
Antabuse  and  refused  any  other 
forms  of  help  22%  continued  on  Anta¬ 
buse  beyond  one  month,  while  50%  of 
the  group  who  sought  additional 
treatment  remained  on  Antabuse  be¬ 
yond  the  first  month. 

From  our  figures  it  appeared  that 
(Continue  on  page  30) 
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BY  KEY.  CLARENCE  REIDENBACH 


Religion  can  help  the  alcoholic  find  the  great  antidote  of  fear — faith. 


Ido  not  suppose  that  there  are 
many  alcoholics  in  most  congre¬ 
gations,  but  there  ought  to  be.  They 
ought  to  be  able  to  come  straight  to 
us,  and  we  ought  to  be  able  to  help 
them.  We  should  know  what  to  do 
with  the  occasional  problem  of  alco¬ 
holism  that  may  bob  up  in  one  of  our 
churches,  but  beyond  that  we  should 
be  ready  to  understand  any  one  of 
the  millions  of  alcoholics  that  suffer 
in  our  land.  It  will  be  a  humanitarian 
work,  and  it  will  be  a  spiritual  work, 
for  alcoholism  is  generally  a  symp¬ 
tom  of  an  emotional  disease  festering 
within  the  spirit. 

Can  the  minister  have  a  role  in 
helping  to  solve  the  problem  of  the 
alcoholic?  It  might  seem  that  he 
could  not;  of  recent  years,  at  any 


rate,  ministers  have  not  had  a  chance 
to  do  much  with  alcoholics.  These 
people  have  not  been  in  the  habit  of 
coming  to  us.  To  begin  with,  the  alco¬ 
holic  does  not  trust  any  non-alcoholic 
to  understand,  and  that  seems  to  go 
double  for  the  minister.  Alcoholics 
feel  that  ministers  will  take  a  critical 
and  moralistic  attitude  toward  them, 
or  that,  if  they  are  sympathetic,  they 
will  simply  not  know  what  to  do.  But 
if  they  find  a  minister  with  a  sympa¬ 
thetic  objectivity  and  a  non-judging 
attitude,  they  flock  to  him  and  his 
church.  Their  gratitude  will  be  en¬ 
thusiastic  and  touching. 

We  ministers,  when  we  are  real 
ministers,  are  in  a  position  to  be 
especially  effective  with  the  problem 
of  alcoholism.  The  attitude  and  per- 
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sonality  of  the  counselor  is  more 
than  half  in  winning  the  battle,  and 
ministers  by  definition  have  a  favor¬ 
able  atttitude.  We  are  trained  to 
care.  We  believe  that  any  one  is  a 
child  of  God  and  that  all  things  are 
possible  with  God.  All  people  are 
worth  saving  and  can  be  saved.  One 
alcoholic  woman  put  her  feelings  to 
her  minister  in  these  words:  “You 
have  been  a  special  help  to  me.  You 
are  not  an  alcoholic,  and  yet  you  do 
not  condemn  me.” 

Religion  can  play  an  important 
role  in  the  healing  of  alcoholics.  A 
sad  fact  is  that  religion  has  often 
unwittingly  played  a  part  in  aggra¬ 
vating  the  problem:  It  has  deepened 
the  alcoholic’s  guilt  feeling.  Under 
the  guilt  feeling  the  alcoholic  has 
come  to  feel  lost  and  desperate.  Many 
of  these  people  are  products  of  Sun¬ 
day  School  and  church.  A  few  years 
ago  I  asked  a  skid  row  group  in  Oak¬ 
land  how  many  of  them  had  gone  to 
Sunday  School;  every  hand  went  up. 
I  tried  the  same  question  on  a  skid 
row  group  in  San  Francisco,  and 
about  ninety  percent  raised  their 
hands.  We  ministers  can  certainly 
help  those  who  suffer  from  their 
impressions  of  religion.  Among  other 
things,  we  can  make  religion  a  prom¬ 
ise  rather  than  a  threat,  and  we  can 
make  it  seem  more  natural  and  to 
the  point. 

Faith  And  Fear 

Alcoholics  are  full  of  fears  and 
inferiority  feelings.  We  can  help 
them  find  a  faith.  Faith  is  the  great 
antidote  of  fear.  Any  one  who  has 
read  far  in  psychiatric  literature  will 
have  come  upon  the  emphasis  of 
faith,  and  what  force  is  better  suited 
to  provide  faith  than  religion?  Alco¬ 
holics  often  say  that  their  number 
one  problem  is  resentment.  Like 
other  neurotics,  they  are  self-center¬ 
ed;  they  often  have  big-shot  com¬ 


plexes.  The  antidote  for  all  this  is 
love.  The  psychiatric  literature  is 
even  more  full  of  the  emphasis  on 
love,  getting  out  of  the  egocentric 
shell,  than  on  faith.  Religion  makes 
a  basic  point  of  love.  Alcoholics,  like 
other  people,  have  guilt  feelings,  and 
being  more  sensitive  they  have  them 
in  extreme  form.  They  feel  bitter 
remorse  over  their  drinking  and  over 
a  lot  of  other  things.  The  love  and 
forgiveness  of  God  are  great  thoughts 
to  a  guilt-laden  mind.  Alcoholics 
Anonymous  lays  great  stress  upon 
the  spiritual  part  of  its  program;  its 
twelve  steps  are  all  moral  and 
spiritual,  in  fact,  broadly  religious. 
We  in  religion  can  help  to  interpret 
the  AA  program. 

We  ministers  can  and  should  in¬ 
form  ourselves  on  alcoholism.  We 
can  read  on  the  subject.  We  can  get 
into  touch  with  Alcoholics  Anony¬ 
mous.  We  can  help  our  own  people 
when  they  are  in  trouble.  We  can 
help  the  alcoholics  who  will  begin  to 
come  to  us  when  they  find  out  about 
our  interest.  We  can  teach  the  wives 
and  husbands  of  alcoholics.  We  can 
help  to  inform  the  public.  We  can  do 
fifth  step  work  in  AA,  which  is  to 
assist  in  the  moral  and  personal  in¬ 
ventory;  in  other  words,  to  hear  con¬ 
fession  or  to  assist  in  catharsis.  If  we 
are  trusted  enough  we  may  even  be 
called  upon  to  do  twelfth  step  work, 
which  is  to  carry  the  message  to 
alcoholics  when  they  ask  for  help. 

Of  course,  we  want  to  know  how 
to  go  about  it,  and  perhaps  more 
important  we  want  to  know  how  not 
to  go  at  it.  Here  are  some  don’ts  for 
counselors,  for  wives  and  husbands, 
for  any  one  who  attempts  to  help. 
Do  not  preach  or  lecture.  Do  not 
moralize.  Do  not  be  ministerially 
professional.  Do  not  make  the  coun- 
selee  feel  ashamed  or  guilty.  Do  not 
attempt  to  work  on  a  basis  of  logic 
or  reason;  the  alcoholic  knows  how 
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silly  and  damaging  his  behavior  is. 
Do  not  pour  his  liquor  down  the  sink 
or  try  to  take  it  away  from  him.  Do 
not  try  to  police  him.  The  reason  for 
these  don’ts  is  that  none  of  them  will 
work;  they  will  only  make  the  situ¬ 
ation  worse.  On  the  other  hand,  the 
counselor  cannot  act  as  an  anxious 
nurse-maid.  He  cannot  be  forever 
protecting  the  drunk  from  the  results 
of  his  drinking,  although  he  some¬ 
times  will.  You  cannot  forever  run 
because  some  one  is  in  jail  or  threat¬ 
ens  suicide.  You  cannot  do  psycho¬ 
therapy  with  a  person  when  he  is 
drunk.  The  counselor’s  value  is  not 
in  sobering  up  drunks,  but  in  talking 
with  people  who  really  want  help 
when  they  are  sober. 

The  counselor’s  attitude  is  de¬ 
terminative.  If  you  do  not  have  a 
favorable  attitude,  you  will  never  see 
anybody  more  than  once.  The  best 
words  I  can  think  of  for  the  attitude 
is  objective  friendliness.  You  have  to 
be  warmly  receptive  without  being 
a  sentimental  soft  touch.  You  will 
have  to  be  non-shockable.  It  is  im¬ 
portant  that  you  be  easy  to  talk  to. 
You  will  have  to  become  acquainted 
with  the  nature  of  the  alcoholic.  Why 
has  he  done  this  thing?  Why  this 
compulsive  behavior?  What  are  his 
emotional  problems?  There  are  a 
variety  of  them.  They  cannot  be  list¬ 
ed  within  the  limits  of  a  short  article, 
but  be  sure  to  find  out  about  his 
fears,  inferiorities,  resentments,  and 
guilt  feelings.  Find  out  about  his 
early  life  in  his  family  relationships. 

Elation  Dangerous 

There  is  one  feeling  that  surprised 
me:  I  thought  that  drinking  came 
from  worry,  etc.,  but  a  number  of 
alcoholics  have  told  me  that  their 
most  dangerous  time  was  when  they 
felt  good;  they  felt  high  and  wanted 
to  perpetuate  it.  Some  of  these  people 
seem  to  be  mystics  at  heart,  and  the 


only  way  they  have  had  to  get  the 
mystic  feeling  of  exaltation  and  il¬ 
lumination  was  through  alcohol. 

There  is  a  specific  problem  that 
should  be  emphasized.  When  the 
alcoholic  tries  to  go  off  alcohol,  he 
often  has  acute  discomfort  and  pain. 
His  nerves  jangle,  he  feels  that  his 
chest  is  going  to  cave  in  or  explode, 
his  stomach  goes  sour,  his  intestines 
burn,  he  feels  depressed,  etc.  I  have 
heard  it  described  many  times,  and 
my  impression  is  that  it  must  be 
pure  hell.  The  ghastly  part  of  it  is 
that  two  drinks  will  relieve  all  that 
discomfort  immediately.  Now,  we 
have  to  find  ways  to  keep  those  rug¬ 
ged  times  from  appearing  as  much 
as  we  can,  and  we  have  to  find  sub¬ 
stitute  means  for  alleviating  the  dis¬ 
comfort  so  that  the  sufferer  is  not 
driven  to  alcohol.  Punching  a  punch¬ 
ing  bag  will  drain  off  resentments. 
One  man  I  know  resorts  to  his  music 
records.  In  dealing  with  underlying 
emotional  problems  we  shall  need  to 
know  something  of  the  psychiatric 
techniques  that  are  used  in  finding 
out  what  is  the  matter  with  people 
even  when  they  do  not  know  them¬ 
selves.  When  we  have  found  out 
what  the  problems  are,  then  we  have 
to  lighten  the  load  and  make  the  job 
easier  and  more  possible. 

One  can  learn  a  good  deal  about 
alcoholism  by  reading.  Reading  can 
provide  information,  even  though 
the  information  is  made  more  vidid 
by  experience.  Marty  Mann’s  book, 
Primer  on  Alcoholism,  is  important; 
it  covers  the  whole  field.  The  so- 
called  “big  book”  of  AA,  called  simply 
Alcoholics  Anonymous,  is  a  must,  I 
think.  It  not  only  helps  to  understand 
alcoholism;  it  is  as  good  a  book  on 
practical  religion  as  one  could  wish 
to  read.  The  best  single  thing  that 
one  could  do  in  his  own  learning 
would  be  to  get  into  contact  with 
Alcoholics  Anonymous.  My  own  first 
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contact  came  through  hearing  two 
members  present  the  story  of  their 
organization  to  a  medical  school 
class.  Literature  was  given  to  me. 
The  twelve  steps  sounded  like  a 
religion.  I  preached  a  sermon  on  it. 
AA  heard  about  it,  and  turned  out  in 
droves.  I  became  a  speaker.  I  saw 
alcoholics.  In  1945  I  was  made  an 
honorary  member. 

Now  not  every  one  has  a  medical 
school  in  his  front  door-yard  or  the 
opportunity  to  audit  its  classes.  But 
in  these  days  AA  is  likely  to  be  not 
far  away.  Go  to  an  open  meeting.  Get 
acquainted.  Let  it  be  known  that 
this  movement  has  your  admiration 
and  support.  Get  in  touch  with  the 
AA  secretary,  if  there  is  one.  Get  the 
AA  spirit  and  preach  on  it.  Ask 
questions.  Be  willing  to  help  AA, 
both  in  speaking  at  open  meetings 
and  in  seeing  individuals  who  will 
want  to  talk  about  their  problems. 
If  there  is  no  AA  near  at  hand,  find 
out  all  you  can  about  it,  absorb  its 
spirit,  and  use  it  the  first  chance  you 
get. 

A  Friend  of  Alcoholics 

If  the  alcoholics  accept  you  as  a 
friend,  you  will  soon  have  plenty  to 
do.  It  will  be  hard  work,  and  lots  of 
it.  But  the  work  does  pay  off.  You 
will  have  the  feeling  that  you  are 
really  doing  something.  You  will 
have  a  lot  of  new  friends.  They  will 
teach  you  about  alcoholism,  and  this 
will  make  you  a  better  counselor  in 
general;  it  will  give  you  an  education 
in  psychiatry,  for  the  emotional 
make-up  of  the  alcoholic  is  similar  to 
that  of  many  other  neurotics.  Alco¬ 
holism,  I  think,  is  generally  a  symp¬ 
tom  of  neurosis;  the  alcoholic  is  one 
kind  of  neurotic.  (Don’t  shy  too  much 
at  the  word  “neurotic”;  it  just  means 
pretty  bad  nervousness,  and  all  of  us 
are  neurotic  to  some  degree.)  Your 
new  friends  will  help  to  make  you 


a  better  human  being.  Quite  a  few 
of  them  will  come  to  your  church, 
and  they  make  very  good  church 
members.  They  are  sensitive, 
emotional,  even  artistic;  they  have 
had  a  conversion,  and  they  feel  their 
religion.  Incidentally,  my  contact 
with  AA  has  renewed  my  faith.  I 
have  seen  religion  in  action,  pretty 
much  as  in  the  book  of  Acts,  with 
confession,  conversion,  faith,  de¬ 
votion,  and  even  miracles. 


What  About  Antabuse? 

(Continued  from  page  26) 

the  continuation  of  Antabuse  is  de¬ 
pendent  to  quite  an  extent  upon  the 
fact  that  the  patient  feels  other 
people  are  interested  in  him,  and 
therefore,  he  is  more  willing  to  show 
his  determination  to  be  co-operative 
by  remaining  on  Antabuse.  But  even 
these  patients,  within  a  relatively 
short  period  of  time,  cease  Antabuse. 

On  the  basis  of  our  own  evidence 
we  feel  that  Antabuse  at  best  is  only 
a  temporary  safeguard.  Its  useful¬ 
ness  in  certain  situations,  however,  is 
well  recognized.  We  would  suggest, 
therefore,  that  patients  prescribed 
Antabuse  be  given  the  opportunity  to 
talk  things  over  with  someone  in¬ 
terested  in  their  welfare  for  the  first 
three  or  four  months.  In  this  way 
the  alcoholic  on  Antabuse  would  be 
more  likely  to  continue  this  drug 
beyond  the  first  month.  Secondly, 
and  most  importantly,  we  feel  it  es¬ 
sential  that  help  be  extended  to  the 
alcoholic  on  Antabuse  during  the 
short  period  of  time  he  takes  the 
medicine  and  that  he  be  encouraged 
to  participate  in  those  activities  or 
organizations  which  will  help  to  in¬ 
sure  his  maintaining  sobriety  once 
the  external  control  of  Antabuse  is 
removed. 
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Problems  are  present  in  everyoneys 
life.  This  is  .  .  . 


THE  ME  REALITY 

BY  ROBERT  M.  FINK,  PH.D. 


ONE  of  the  attributes  of  mental 
health  is  the  ability  to  recognize 
and  accept  the  realities  of  life — most 
of  the  time.  It  is  comparatively  easy 
to  recognize  and  accept  realities 
which  are  pleasant;  it  is  often  ex¬ 
ceedingly  difficult  to  recognize  and 
to  accept  realities  which  are  un¬ 
pleasant. 

Perhaps  the  basic  reality  is  that 
life  is  a  constant  series  of  problems. 
One  of  the  normal  characteristics  of 
life  is  that  every  action  requires  a 
choice — a  choice  between  two  or 
more  ways  of  acting — or  between  act¬ 
ing  and  not  acting.  Every  choice, 
probably,  has  an  element  of  conflict. 
That  is,  each  of  the  alternatives  has 
both  desirable  and  undesirable  re¬ 
sults,  And  no  matter  which  choice  a 
man  makes  he  must  take  some  pain 
along  with  some  pleasure  or  satis¬ 
faction.  This  is  what  often  makes 
choices  difficult — it  is  hard  to  weigh 
and  decide  which  alternative  will 
give  the  most  pleasure  and  the  least 
pain.  When  the  results  of  the  alter¬ 
natives  are  about  equal  or  when 
either  will  result  in  considerable 
pain,  man’s  mind  often  is  in  conflict 
— it  is  unable  to  choose  a  course  of 
action  and  it  is  exceedingly  uncom¬ 
fortable.  We  might  say  it  is  not  at 
peace  with  itself. 

These  conflicts  over  choice  are 
what  we  commonly  call  problems. 
Some  problems  are  easy  ones;  some 
are  very  difficult;  most  range  in  be¬ 
tween.  But  they  are  always  present 
in  human  existence.  Every  human 
being  has  problems;  every  human 


being  has  difficult,  even  insurmount¬ 
able  problems.  Problems  are  a  funda¬ 
mental  characteristic  in  human  life. 

THIS  IS  THE  BASIC  REALITY. 
This  is  the  reality  which  we  often 
think  of  as  a  sort  of  disease  of  man, 
as  a  defect  in  his  nature.  We  seek  a 
panacea  which  will  eliminate  all 
human  problems.  In  this  thought  and 
in  this  search  we  ignore  the  basic 
reality— IT  IS  THE  NATURE  OF 
HUMAN  LIFE  THAT  IT  BE  A  CON¬ 
STANT  SERIES  OF  PROBLEMS. 
And  about  fifty  percent  of  these 
problems,  by  chance,  would  be  ac¬ 
companied  by  some  pain  or  discom¬ 
fort.  Of  course,  being  intelligent  we 
are  able  to  reduce  the  incidence  of 
pain  by  choice  of  action. 

Thousands  of  people  have  sought 
through  superstitions,  such  as  astro¬ 
logy,  to  find  an  answer  to  all  prob¬ 
lems.  Others  have  sought  through 
education  to  find  all  the  answers. 
More  recently  psychology  and  psy¬ 
chiatry  have  been  looked  to  as  the 
answer  and  “mental  health”  has  be¬ 
come  regarded  as  a  channel  for  wash¬ 
ing  away  all  human  problems.  Edu¬ 
cation  and  the  areas  of  psychology 
and  psychiatry  together  probably 
cannot  change  the  basic  character¬ 
istics  of  human  life.  They  can  help 
us  to  understand  these  characteristics 
better.  They  can  help  us  to  recognize 
the  reality  and  normality  of  human 
problems;  they  can  help  us  to  accept 
this  reality  as  something  which  can¬ 
not  be  changed;  they  can  help  us  to 
be  reasonably  comfortable  with  these 
realities. 
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Books  of  Interest 

BEYOND  MY  WORTH 


BY  LILLIAN  ROTH 

Frederick  Fell,  Inc. 

New  York 

317  pp.  $3.95 

THE  story  of  a  gallant  woman 
fighting  to  keep  her  hard-won 
sobriety  is  told  by  Lillian  Roth  in  her 
book  “Beyond  My  Worth”.  Readers 
of  her  first  book,  “I’ll  Cry  Tomorrow” 
will  remember  Miss  Roth’s  struggle 
with  the  bottle,  her  frustrated  per¬ 
sonal  and  private  life,  and  finally 
her  victory  over  alcoholism.  Perhaps 
many  readers  thought  that  once  Miss 
Roth  had  achieved  her  sobriety,  her 
problems  would  be  solved. 

Unfortunately  this  was  not  true, 
as  Miss  Roth  tells  us  in  this  con¬ 
tinuation  of  her  life  story.  Since  she 
chose  to  return  to  night  club  singing 
because  she  felt  she  must  face  square¬ 
ly  what  had  formerly  intimidated 
her,  she  was  constantly  battling  a 
threatened  drinking  bout,  on  some 
occasions  coming  so  close  as  to  actu¬ 
ally  pour  the  liquid  into  a  glass,  until 
at  the  last  minute  an  inner  strength 
saved  her. 

Many  might  criticize  Miss  Roth 
for  returning  to  public  life,  thinking 
that  she  was  only  asking  for  trouble. 
But  this  woman  felt  she  had  no 


choice.  She  had  to  prove  to  herself 
that  she  could  do  it.  The  brief  period 
in  which  she  and  her  husband,  Burt, 
also  a  recovered  alcoholic,  had  been 
in  seclusion  had  made  them  both 
miserable.  “Life  is  a  struggle”,  she 
says,  “and  to  stop  struggling  is  to 
stop  living.  But  that  struggle  is  not 
for  money  alone,  but  to  create,  to 
realize  the  best  within  us.  In  this 
way  we  draw  close  to  God.” 

Many  obstacles  have  been  placed 
in  her  way.  Agents  and  theatre  own¬ 
ers  called  her  a  “lush”,  said  they 
couldn’t  trust  her.  Every  headache 
or  sleepless  night  was  attributed  by 
her  “friends”  to  the  bottle.  Any  slight 
illness,  such  as  a  mere  cold,  was 
called  a  hangover.  Even  today  there 
are  untrue  rumors  that  she  has 
“slipped.” 

To  make  matters  worse,  she  began 
having  spells  of  blindness  which 
even  now  she  still  experiences.  But 
her  faith  in  God  and  in  the  innate 
goodness  of  people  and  her  readiness 
to  help  those  who  need  her  have 
given  material  and  spiritual  benefits 
which  she  considers  beyond  her 
worth. 

Her  Answer 

Miss  Roth  found  her  answer  for 
continued  sobriety  very  simply. 
When  periods  of  depression  came  up¬ 
on  her,  she  found  that  by  thinking 
of  others  not  so  fortunate  as  she, 
others  whom  she  admired,  such  as 
the  girl  with  multiple  sclerosis,  the 
war-shocked  soldiers  she  entertained 
in  hospitals,  the  life  prisoner  with 
whom  she  corresponded,  she  was 
able  to  forget  her  own  troubles. 

Active  alcoholics  will  receive  in¬ 
spiration  from  this  book  and  those 
who  have  recovered  will  sympathize 
with  Miss  Roth  and  perhaps  receive 
something  from  her  that  will  make 
the  24-hour  day  a  little  shorter. 

Claire  Cheney 
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ALCOHOLIC  TREATMENT  SERVICES 


ARE  PROVIDED  BY  THE  FOLLOWING 

MENTAL  HYGIENE  CLINICS 


Competent  Help  Is  Available  At  The  Local  Level 


For  an  appointment  the  prospective  patient  or  patient's  relative 
should  call  or  write  to  the  nearest  Clinic  stating  the  problem  for 
which  help  is  requested. 

Inability  to  pay  is  no  barrier  to  receiving  the  services  of  Mental 
Hygiene  Clinics.  Fees  are  usually  based  on  income,  number  of 
dependents,  and  ability  to  pay.  It  is  a  sign  of  good  judgment  for 
the  person  who  has  an  alcoholic  problem  to  seek  help.  All  Clinics 
cooperate  with  the  N.  C.  Alcoholic  Rehabilitation  Program  and 
local  agencies  and  persons  interested  in  helping  problem  drinkers. 


WRITE  OR  PHONE 


Mental  Hygiene  Clinic 

415  Halifax  St. 

RALEIGH,  N.  C. 

Phone:  TE  4-6484 
Monday  through  Friday 

Mental  Hygiene  Clinic 

Room  415,  City  Hall 
ASHEVILLE,  N.  C. 

Phone:  3-8343 
Monday  through  Friday 

Alcoholism  Clinic  of  the 
Psychiatric  Out-Patient  Service 

N.  C.  Memorial  Hospital 
CHAPEL  HILL,  N.  C. 

Phone:  9031 

Mental  Hygiene  Clinic 

1618  Elizabeth  Avenue 
CHARLOTTE,  N.  C. 

Phone:  3-5441  &  3-5442 
Monday  through  Friday 


Forsyth  County  Program 
On  Alcoholism 

7th  &  Woodland  Streets 
WINSTON-SALEM,  N.  C. 

Phone:  3-2471,  Ext.  29 
Monday  through  Friday 

Graylyn  Hospital 

WINSTON-SALEM,  N.  C. 

Phone:  3-7391 

FRIDAY  ONLY.  This  is  purely  a 
Clinic  for  alcoholics  and  their 
families.  Out-Patient  mental 
hygiene  clinic  is  located  at  Bap¬ 
tist  Hospital,  Winston-Salem. 

Cumberland  County 
Guidance  Center 

1  1  5  Bow  Street 
FAYETTEVILLE,  N.  C. 

Phone:  2-8120 

This  clinic  is  also  serving  as  a 
temporary  information  center 
for  alcoholics  and  their  families. 


Toward  helping  patients  to  re-establish  satisfactory  social  relations  all  Clinics 
make  their  services  available  to  wives,  husbands,  or  other  close  relatives 
of  patients. 


ARP  EDUCATION  AND  INFORMATION  SERVICES 

INVENTORY — bimonthly  magazine  using  the  techniques  of  education  in 
presenting  facts  about  alcoholism  in  popular,  illustrated  style. 

Films — on  alcohol  facts  and  personality  health  for  distribution  among  groups 
interested  in  brief,  factual  motion  picture  studies.  Obtainable  from  State 
Health  Department. 

The  ARC  Brochure — illustrated  booklet  on  North  Carolina’s  program  for 
treating  alcoholism  as  an  emotional  sickness. 

The  New  Cornerstones — ARP  family  manual  giving  basic  facts  about  alco¬ 
holism  and  suggestions  for  coping  with  the  personality  sickness. 

The  Lonesome  Road — eight  sets  of  eight  15-minute  radio  narratives  drama¬ 
tizing  the  way  of  the  alcoholic,  for  use  on  local  stations. 

Anyone  You  Know? — radio  drama  of  the  steps  to  alcoholism,  to  voluntary 
treatment,  to  rehabilitation,  in  15-minute  records. 

ARP  Stall  Speakers — members  of  the  ARP’s  Raleigh  and  Butner  stalls  are 
available  for  speeches  before  civic  and  professional  groups. 

Library  Display — Primarily  for  local  public  libraries;  also  available  to  school 
librarians  and  principals.  All  requests  should  be  made  through  local  public 
library  to  N.  C.  State  Library,  Raleigh. 

Book  Loan  Service — kits  containing  reference  books  and  pamphlets  on 
alcoholism.  Available  to  teachers  from  the  N.  C.  Alcoholic  Rehabilitation 
Program,  Raleigh. 

Consultant  Service  for  establishment  of  local  programs. 

These  services  are  free  upon  request  of  citizens  residing  in  North  Carolina. 
For  free  materials  in  limited  quantity,  write 

N.  C.  Alcoholic  Rehabilitation  Program 
15  \V.  Jones  St. 

Raleigh,  N.  C. 


Entered  as  Second-Class  Matter  at  the  Post 
Office,  Raleigh,  N.  C.,  under  the  authority 
of  the  Act  of  August  24,  1912. 
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Progress  In  The  Treatment  Of  Alcoholism 

Alcohol  Addiction — A  Medical  Perspective 
Your  Psychological  First-Aid  Kit 

Alcoholism:  A  Psychiatric  Point  Of  View 
Editorial — There  Is  Hope  For  The  Alcoholic 

News  From  ’Round  The  World 


Program  Pointers 


N.C.  ALCOHOLIC  REHABILITATION  CENTER 


The  N.  C.  Alcoholic  Rehabilitation  Center  is 
a  facility  for  the  treatment  of  male  and  female 
problem  drinkers  who  request  admission.  The 
clinic  is  located  at  Burner,  N.  C.,  and  is  operated 
by  the  North  Carolina  Alcoholic  Rehabilitation 
Program  under  the  N.  C.  Hospitals  Board  of 
Control.  Admission  to  the  Center  is  striedy 
voluntary.  The  cost  of  treatment  is  $75  for  28 
days’  stay. 

Butncr  Treatment  Methods 

Treatment  at  the  Center  is  by  psychotherapy 
and  consists  of  group  discussions  led  by  the 
clinical  personnel,  educational  films,  individual 
consultations  with  the  doctors,  vocational  guid¬ 
ance,  recreation,  rest,  proper  food  and  prescribed 
medications.  Burner  is  staffed  by  the  Clinical 
Director,  four  other  physicians,  a  chaplain,  a 
psychologist,  a  social  worker,  a  recreation  di¬ 
rector,  an  occupational  therapist,  and  ten  at¬ 
tendants. 

The  Burner  Patients 

Patients  must  come  to  Butner  of  their  own 
free  will.  No  patients  are  accepted  by  court 
order.  The  patient  who  is  sincere  in  wanting 
help  and  comes  voluntarily  to  the  Center  stands 
a  much  better  chance  of  a  successful  rehabilita¬ 
tion  than  the  one  who  is  pressured. 

Entrance  Requirements 

1.  Admission  is  by  appointment  only  in  re¬ 
sponse  to  written  application  to  the  Medical 
Superintendent,  Butner,  N.  C.,  expressing  vol¬ 
untary  desire  for  treatment. 

2.  A  complete  social  history  compiled  by  a 
trained  social  worker  in  the  local  Public  Welfare 
Department  or  Family  Service  Agency,  and  a 
complete  medical  history,  compiled  by  the  pa¬ 
tient’s  family  physician  are  necessary. 


3.  A  fee  of  $75,  in  cash  or  certified  check, 
must  be  paid  upon  admission. 

4.  The  signing,  on  admission,  of  a  letter- 
statement,  which  requests  voluntary  admission. 

It  is  especially  important  that  patients  apply¬ 
ing  for  admission  to  the  NCARP  Treatment 
Center  have  a  thorough  medical  examination 
and  be  in  good  physical  condition  at  the  time 
of  their  admission.  There  are  no  facilities  pro¬ 
vided  at  the  Rehabilitation  Center  for  the  treat¬ 
ment  of  physical  illnesses.  Patients  are  expected 
to  enter  into  the  recreation  program  and  to  per¬ 
form  certain  daily  chores  assigned  to  them. 
Patients  with  serious  disabilities  which  would 
prevent  their  climbing  steps  are  advised  not  to 
seek  admission,  inasmuch  as  sleeping  quarters 
arc  on  the  second  floor. 

Admitting  Hours 

8  A.M.  to  11  A.M.  Monday  through  Friday 
1  P.M.  to  3  P.M.  Monday  through  Friday 
8  A.M.  to  10  A.M.  Saturday 
Patients  must  be  sober  upon  admission,  and  in 
good  physical  condition.  No  visitors  are  allowed. 
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By  S.  K.  Proctor 

EXECUTIVE  DIRECTOR 


AT  each  of  the  last  three  sessions 
of  Congress,  legislation  has  been 
introduced  that  would  require  the 
Department  of  Health,  Education 
and  Welfare  and  particularly  the 
U.  S.  Public  Health  Service  and  its 
National  Institute  of  Mental  Health 
to  provide  special  service  in  the  field 
of  alcoholism.  U.  S.  Public  Health 
Service  and  the  National  Institute  of 
Mental  Health  have  not  looked  with 
favor  upon  such  legislation  and  have 
contributed  to  its  failure  to  pass. 

Sentiment  in  Congress  and  from 
State  Government  and  other  pressure 
groups  appears  to  be  mounting  and 
it  seems  probable  that  the  time  is 
not  far  distant  when  Congress  will 
pass  some  sort  of  special  legislation 
aimed  at  alcoholism. 

In  April,  the  National  Institute  of 
Mental  Health  of  the  Public  Health 
Service  invited  the  Executive  Com¬ 
mittee  of  the  North  American  Associ¬ 
ation  of  Alcoholism  Programs  to 
meet  with  representatives  of  the 
National  Institutes  of  Health  to  dis¬ 
cuss  the  needs  and  the  appropriate¬ 
ness  of  federal  legislation. 

The  North  American  Association  of 
Alcoholism  Programs  is  an  organi¬ 
zation  of  state  and  territorial  govern¬ 
ment  alcoholism  programs,  of  which 
the  North  Carolina  Alcoholic  Rehab- 
bilitation  Program  is  a  charter  mem¬ 
ber.  Your  ARP  State  Director  has 
been  on  the  Executive  Committee  of 


this  organization  either  as  an  officer 
or  as  the  single  selected  individual 
member-at-large  for  six  of  the  eight 
years  our  organization  has  been  a 
member. 

The  National  Institutes  of  Health 
are  not  warmly  disposed  to  categori¬ 
cal  legislation  setting  up  separately 
identified  or  special  funds  for  alco¬ 
holism.  They  would  prefer  using  a 
portion  of  funds  in  their  regular  bud¬ 
get  to  give  assistance  to  alcoholism 
r  esearch  and  to  contribute  financially 
toward  the  training  of  professional 
workers  in  the  field  of  alcoholism. 
Representatives  of  the  National  In¬ 
stitutes  of  Health  recognize  the  grow¬ 
ing  and  increasing  interest  in  Con¬ 
gress  for  special  legislation  in  regard 
to  alcoholism  and  that  the  National 
Institute  of  Health  will  be  put  in  the 
position  of  administering  a  program 
with  which  they  may  be  not  wholly 
in  sympathy.  The  legislation  that  has 
been  presented  previously  in  Con¬ 
gress  has  been  ill  prepared  and  has 
not  been  supported  by  the  North 
American  Association  of  Alcoholism 
Programs  or  its  membership.  In 
other  words,  the  U.  S.  Public  Health 
Service  and  the  North  American  As¬ 
sociation  of  Alcoholism  Programs 
and  its  membership  have  opposed 
previous  legislation  presented  in  Con¬ 
gress  because  in  our  collective  opin¬ 
ions  the  requested  legislation  was  not 
(Continued  on  page  29) 
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h  News  From  ’Round  The  World 


A  feature  designed  to  help  you  keep  posted 
on  developments  in  the  field  of  alcoholism. 


ASHEVILLE:  The  Southeastern  Convention  of  Alcoholics  Anonymous  will  be  held  in 
Asheville,  North  Carolina,  August  22-24. 

SAN  FRANCISCO:  Mt.  Zion  Hospital  will  shortly  be  the  only  general  hospital  in 
San  Francisco  to  admit  on  the  same  basis  as  other  ill  persons  those  suffering 
from  acute  alcoholism.  The  medical  staff  approved  the  move  following  a 
year  of  successful  experimentation  in  care  for  alcoholics. 

LONDON,  ENGLAND:  A  recent  TV  series  on  Alcoholics  Anonymous  has  been  reported 
successful.  The  programs,  carried  each  Sunday  following  the  1 1  o'clock  news, 
stimulated  approximately  500  telephone  calls  and  letters  asking  for  help  and 
information. 

WASHINGTON:  Tucked  away  in  a  multi-million  dollar  appropriation  now  moving 
through  the  U.  S.  Senate  is  a  $700,000  item  earmarked  for  alcoholism 
research  to  be  conducted  under  supervision  of  the  National  Institute  of  Mental 
Health.  Although  $700,000  is  not  a  lot  of  money  by  comparison  with  outlays 
for  other  medical  research,  it  is  far  more  than  has  ever  been  invested  before 
in  scientific  studies  of  the  physicial,  psychological  and  environmental  factors 
causing  alcoholism. 


S.  KINION  PROCTOR 

With  profound  regret,  we  record  the  passing  of  our  Executive  Director 
and  good  friend,  S.  Kinion  Proctor.  He  died  in  Duke  Hospital  on  August 
12  after  a  critical  illness  of  two  weeks.  Mr.  Proctor  had  been  Director  of 
the  N.C.A.R.P.  since  its  inception  in  1949,  and  was  a  nationally-known 
figure  in  the  field  of  alcoholism  education  and  rehabilitation.  His  loss 
will  be  keenly  felt  not  only  by  those  who  enjoyed  a  personal  relationship 
with  him,  but  by  those  countless  fellow  workers  who  labor  in  the  advance¬ 
ment  of  the  cause  to  which  he  was  so  devoted.  On  behalf  of  those  who 
knew  Mr.  Proctor,  both  personally  and  through  his  professional  reputa¬ 
tion,  we  express  deepest  sympathy  to  his  wife  and  daughters,  his  mother, 
his  brother  and  to  the  other  members  of  the  family. 

An  editorial  in  tribute  to  Mr.  Proctor  will  appear  in  the  next  issue  of  this 
magazine. 
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The  Editor’ 


«  fflft  TU£ 

MUCH  of  the  current  NCARP  public  education  is  based  on  the 
theme — There  is  Hope  jor  the  Alcoholic.  Our  symbol,  The 
Star  Of  Hope,  was  conceived  with  this  in  mind.  Our  television  spot 
announcement  series,  now  carried  as  a  public  service  by  all  major 
North  Carolina  TV  stations,  conveys  this  hopeful  message. 

Without  indulging  in  irresponsible  optimism,  we  think  alco¬ 
holism  education  is  justified  in  adopting  a  slightly  more  hopeful, 
more  optimistic  tone  than  in  the  past.  For  a  long  time  we  have 
been  trying  to  evoke  public  understanding  for  the  alcoholic  by 
dramatizing  the  tragic  aspects  of  the  illness.  And  make  no  mistake 
about  it,  alcoholism  is  a  tragic  illness.  Directly  and  indirectly  it 
produces  as  much  suffering  and  heartbreak  as  any  other  social 
malady  afflicting  us  in  the  modern  age.  It  is  important  that  the 
public  understand  and  to  some  extent  sympathize  with  the 
sufferers.  This  is  the  first  step  toward  arousing  the  public  to 
action. 

But  we  cannot  stop  here.  In  our  zeal  to  produce  public  feeling, 
we  must  be  cautious  lest  we  evoke  nothing  more  than  maudlin 
pity.  And  pity,  particularly  for  those  to  whom  it  is  directed,  is  a 
malignant,  static  sentiment.  If  we  have  only  pity  to  offer  the  alco¬ 
holic,  we  may  as  well  offer  him  nothing.  Through  sentimental 
“sympathizing”  we  only  encourage  him  in  his  self-pity,  an 
emotion  with  which  he  is  already  overstocked. 

May  we  suggest  that  it  is  time  to  begin  stressing  the  other  side 
of  the  educational  story  about  alcoholism.  Let  us  emphasize  that 
in  spite  of  its  tragic  side,  alcoholism  is  not  by  any  means  a 
hopeless  condition.  It  is  time,  figuratively  speaking,  to  stop  stand¬ 
ing  over  the  alcoholic,  wringing  our  hands  and  saying  to  one 
another,  “Isn’t  it  a  pity  about  poor  Joe  ...  an  alcoholic  .  .  .  such 
a  shame!”  Let  us  begin  to  say  to  him,  instead,  “Joe,  we  under¬ 
stand  you’re  a  sick  man  and  we’re  sorry.  Now  let’s  see  what  can 
be  done  to  help  you  get  well.” 

There  are  a  number  of  developments  which  prove  a  more  hope¬ 
ful  approach  to  be  well-founded.  Let  us  mention  only  a  few. 

First,  there  are  signs  of  enlightened  public  opinion  toward  this 
problem.  The  last  issue  of  INVENTORY  carried  a  report,  of  a 
Roper  Poll,  showing  that  nearly  60  per  cent  of  the  people  inter- 

(Continued  on  page  31) 
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ALCOHOLISM 

a  psychiatric  point  of  view 


BY  ALFRED  AGRIN,  M.D. 


BoocwG 


Reprinted,  from  GEORGIA  LOOKS  AT  ALCOHOLISM,  published  by  the 
Georgia  Commission  on  Alcoholism,  Atlanta. 


An  “inside”  look  at  the  alcoholic 
plus  new  thoughts  about  old  ideas. 


Throughout  man’s  history, 
alcoholism  has  been  recognized 
as  a  severe  disturbance  of  human  be¬ 
havior,  and  many  attempts  have  been 
made  to  try  to  define  it.  These  at¬ 
tempts  have  ranged  all  the  way 
from  a  concept  of  “there  must  be  the 
devil  in  him,”  which  carries  the  idea 
of  sinfulness,  to  the  more  modern 
ideas.  The  latter  are  either  that  alco¬ 
holism  is  a  disease  entity  in  itself 
and  represents  some  kind  of  a  dis¬ 
turbance  in  the  inherited  physical 
makeup  of  the  individual,  or  that  it 
is  merely  the  outward  expression  or 
symptom  of  an  underlying  disturb¬ 
ance  in  the  person’s  personality, 
which  brings  the  idea  of  its  being  a 
form  of  mental  illness.  It  is  because 


of  this  last  point  of  view  that  psy¬ 
chiatry  has  become  interested  in  alco¬ 
holism  and  alcoholics.  (Because  psy¬ 
chiatrists  are  interested  in  the  per¬ 
sonality  of  people  and  the  disturb¬ 
ances  in  the  personality  which  result 
in  certain  forms  of  behavior  which 
in  turn  result  in  certain  difficulties  to 
the  individual  concerned  and  to  so¬ 
ciety  in  general.)  My  definition  of  al¬ 
coholism,  I  believe,  is  rather  simple 
and  it  goes  much  as  the  following: 

1.  The  alcoholic  is  a  person  for 
whom  the  desire  for  the  intake  of 
alcohol  in  some  form  or  other  be¬ 
comes  stronger,  more  or  less  fre¬ 
quently,  and  more  or  less  regularly 
than  even  the  most  basic  of  human 
instincts.  These  basic  human  in- 
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stincts  are  commonly  supposed  to  be 
sex,  hunger,  and  self-preservation. 

2.  The  alcoholic,  to  me,  is  the  per¬ 
son  who  “ must ”  have  a  drink  before 
he  can  do  the  next  step  in  living, 
whether  this  step  is  eating,  working, 
dancing  or  paying  one’s  bills.  This 
does  not  mean  that  the  alcoholic, 
from  time  to  time,  does  not  pay  his 
bills  or  eat  or  have  sexual  and  social 
relations,  but  it  does  mean  that  fre¬ 
quently  he  needs  and  “must  have” 
some  alcoholic  beverage  within  him 
in  order  to  feel  comfortable  in  doing 
so.  Is  it  any  wonder  then  that  the 
alcoholic  who  from  time  to  time  can 
shelve  rather  basic  human  needs  and 
instincts,  can  so  frequently  shelve 
responsibility  which  is  not  at  all  a 
basic  human  instinct,  but  is  a  learned 
and  often  resented  thing? 

Terms  Defined 

The  alcoholic  is  often  called  “a 
childish  and  immature  person.”  Now, 
while  I  have  no  objection  to  the  use 
of  those  terms,  I  do  feel  that  in 
order  for  them  to  become  useful  and 
meaningful  to  the  individual  in¬ 
volved,  they  should  be  carefully  de¬ 
fined.  In  order  to  understand  the  use 
of  such  terms  as  “childish  and  im¬ 
mature”  one  must  have  some  under¬ 
standing  of  just  what  is  childish 
about  the  alcoholic.  There  are  several 
mechanisms  which  one  can  reason¬ 
ably  call  childish.  They  are  as  fol¬ 
lows: 

1.  The  child  has  a  need  for  immedi¬ 
ate  escape  from  discomfort. 

A  child  does  not  easily  tolerate 
either  mental  or  physical  discomfort 
and  tries  very  hard  to  get  away  from 
it.  Not  only  does  he  try  hard  to  get 
away  from  it,  but  to  a  child  mental 
and  physical  discomfort  have  almost 
destructive  feelings  connected  to  it. 
The  child  literally  feels  that  if  he 
does  not  get  away  from  this  severe 
discomfort  life  really  is  intolerable. 


When  a  child  gets  a  cut  he  wants  a 
band  aid  on  it  immediately. 

2.  The  child  has  a  need  for  immedi¬ 
ate  satisfaction  of  his  desires. 

When  a  child  is  hungry  he  wants 
to  eat  now,  when  thirsty  he  must 
have  something  to  drink  right  away. 
When  a  child  wants  attention  it  does 
not  matter  whether  the  adults  are 
busy  or  not,  he  wants  attention  now, 
demands  it,  and  finds  ways  to  get  it. 
If  a  child  cannot  get  immediate  at¬ 
tention  through  being  “good”,  he  gets 
it  by  being  “bad”. 

Both  of  these  childish  needs  we  ex¬ 
pect  to  gradually  diminish  as  a  child 
grows  up.  However,  with  some  peo¬ 
ple,  and  the  alcoholic  is  perhaps  the 
most  obvious  example,  they  do  not 
diminish.  If  anything,  they  increase. 
Of  course,  the  alcoholic  is  not  alone 
in  this  way,  many  non-alcoholics  also 
have  intense  needs  to  escape  from 
physical  and  mental  pain  and  discom¬ 
fort  and  intense  need  to  have  their 
desires  satisfied  immediately.  How¬ 
ever,  the  alcoholic  is  a  most  obvious 
example  since  alcohol  serves  as  a 
means  of  diminishing  the  sensation  of 
pain,  both  physical  and  psychic,  and 
also  alcohol  can  serve  as  a  quite  rea¬ 
sonable  substitute  for  other  desires 
which  seem  to  require  immediate 
satisfaction. 

3.  Perhaps  one  of  the  most  striking 
things  about  children  and  immature 
adults  is  the  need  to  control  one’s 
environment,  particularly  to  control 
the  feelings  of  those  surrounding 
him. 

The  child  tries  intensely  to  make 
people  around  him  happy  when  he 
is  happy,  or  sad  when  he  is  sad,  and 
he  is  quite  uncomfortable  when  he 
finds  that  he  alone  is  enjoying  him¬ 
self  or  he  alone  is  feeling  badly.  As 
a  matter  of  fact,  only  extremely  dis¬ 
turbed  children  can  completely  enjoy 
themselves  by  themselves  for  long 
periods  of  time,  or,  be  completely  un- 
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happy  for  a  long  time  without  calling 
attention  to  their  unhappiness. 

No  one  is  more  remorseful  than  the 
alcoholic  when  he  is  recovering  from 
a  drunk,  yet  when  drunk  he  is  so  de¬ 
manding  that  others  cannot  enjoy 
themselves  with  him.  Thus,  when  re¬ 
covering  from  a  bender  the  alcoholic 
is  quite  upset  if  no  one  else  feels  as 
badly  about  himself  as  he  does,  and 
when  drunk  he  constantly  demands 
that  others  become  as  happy  as  he, 
and  is  quite  resentful  of  anyone  who 
is  not. 

4.  The  child  has  tremendous  feel¬ 
ings  about  personal  invulnerability 
and  immortality. 

It  is  inconceivable  to  a  child  that 
he  himself  will  someday  die  or  even 
that  he  himself  can  be  badly  hurt.  A 
child  literally  feels  that  he  will  live 
forever  and  that  nothing  can  hurt 
him.  Even  the  child  who  appears 
fearful  is  not  so  much  concerned 
with  the  possibility  of  being  per¬ 
manently  and  physically  damaged  as 
he  is  being  in  pain  for  a  short  period 
of  time.  Even  a  broken  bone  to  a 
child  is  important  only  because  of 
the  immediate  pain  and  not  because 
of  any  fear  of  permanent  damage. 
We  have  numerous  examples  of  how 
the  alcoholic,  in  spite  of  his  protests 
to  the  contrary,  also  has  much  the 
same  feelings  of  personal  invulner¬ 
ability  and  immortality.  An  outstand¬ 
ing  example  is  the  fact  that  each  time 
an  alcoholic  “slips,”  he  is  “shocked.” 
He  simply  cannot  believe  that  after 
the  severe  difficulties  and  pain  and 
discomfort  from  his  previous  benders 
that  he  could  possibly  have  been  so 
stupid  as  to  have  started  off  on 
another  one.  So  that  each  time  he 
goes  on  a  bender  and  each  time  he 


gets  sick  from  his  bender,  he  is  sur¬ 
prised  and  discomforted.  This  sur¬ 
prise  literally  comes  from  the  feeling 
that  “nothing  can  happen  to  me,” 
which  so  many  alcoholics  have. 

Another  example  of  this  kind  of 
feeling  is  the  statement  of  many  alco¬ 
holics  that  “a  drink  steadies  me 
down.”  Although  it  is  quite  obvious 
to  everybody  in  the  immediate  vicin¬ 
ity  of  an  alcoholic  that  when  he 
drinks,  he  becomes  very  far  from 
steady.  In  fact,  he  becomes  the  op¬ 
posite.  This  seems  to  have  no  mean¬ 
ing  to  the  alcoholic  himself.  Even 
though  he  may  pay  lip  service  to  the 
fact  that  he  cannot  do  as  adequate  a 
job  when  drinking,  nevertheless,  each 
time  he  feels  that  this  drink  will  help 
him  do  a  more  adequate  job  than  he 
could  do  without  it. 

Guilt  Lacking 

There  is  one  other  characteristic  of 
the  alcoholic  which,  to  me,  does  not 
fall  too  clearly  into  the  so-called 
“childish”  mechanisms.  This  is  the 
capacity  of  the  alcoholic  to  accept  a 
state  of  “peaceful  oblivion”  without 
feeling  guilty  about  it.  To  most  peo¬ 
ple  the  idea  of  a  state  of  complete 
oblivion  carries  so  much  of  the  con¬ 
cept  of  helplessness  that  they  will 
struggle  against  it  or  if  they  accept  it 
they  do  it  with  considerable  feelings 
of  guilt.  The  alcoholic,  however,  has 
the  enviable  capacity  to  accept  this 
state  of  either  escaping  or  releasing 
tension  without  feeling  either  help¬ 
less  or  guilty  for  feeling  helpless. 
This  does  not  mean  that  the  alcoholic 
does  not  feel  guilty  for  what  he  does 
when  drunk,  but  he  does  not  feel 
guilty  for  the  state  of  “peaceful 

(Continued  on  page  30) 


What  we  are  is  God’s  gift  to  us  and  what  we  do  is  our  gift  to  God — 

Don  McNeill 
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Interview  with  RAYMOND  G.  McCARTHY, 

Associate  Director,  Yale  Summer  School 
of  Alcohol  Studies,  Associate  Professor  of 
Health  Education,  Yale  University 

ALCOHOL  EDUCATION 
IN  OUR  SCHOOLS 


What  is  being  done  in  our  public  schools  about  alcohol  education? 


Mr.  McCarthy,  is  teaching  the  facts 
about  alcohol  a  function  of  public 
schools? 

Most  people  do  not  realize  that 
every  school  system  is  required  by 
law  to  devote  some  time  to  instruc¬ 
tion  about  alcohol  in  the  elementary 
grades.  In  about  half  of  the  states 
there  is  a  similar  requirement  for 
instruction  at  the  high  school  level. 
Just  how  effective  our  school  sys¬ 
tems  have  been  in  carrying  out  this 
law  is  open  to  question.  For  example, 
if  you  ask  the  average  adult  whether 
he  recalls  hearing  or  taking  part  in 
a  lesson  or  two  about  alcohol  in  the 
elementary  grades,  it  is  quite  likely 
that  he  will  not  be  able  to  recall  any 
such  experience.  This,  of  course,  does 
not  mean  that  such  instruction  was 


not  given,  but  there  is  evidence  that, 
particularly  in  the  years  1920  to  1940, 
little  attention  was  paid  to  this  sub¬ 
ject  beyond  the  limited  amount  of 
material  that  was  found  in  the  ele¬ 
mentary  physiology  and  hygiene 
books.  I  think  the  situation  has 
changed  considerably  in  the  last  de¬ 
cade. 

In  those  places  where  it  is  a  func¬ 
tion,  are  they  doing  an  adequate  job? 

Well,  that  is  a  difficult  question  to 
answer  because  it  would  be  necessary 
to  visit  many  of  these  schools  in 
order  to  determine  how  adequate  the 
job  is.  It  is  my  impression,  however, 
that  an  exceptional  piece  of  work  is 
being  done  in  a  number  of  our  states. 
Their  approach  to  the  teaching  prob- 
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lem  varies,  the  emphasis  varies,  and 
the  amount  of  time  and  personnel 
they  have  available  differs  widely. 
However,  if  you  look  into  the  situ¬ 
ation  in  Oregon  you  will  find  that 
for  the  past  7  or  8  years,  courses  on 
an  extension  level  designed  for  in- 
service  training  of  teachers  have 
been  offered.  Close  to  900  teachers 
have  taken  advantage  of  these 
courses  and  so  far  as  I  know  are 
using  some  of  the  material  in  their 
classrooms.  Other  states  such  as  Mis¬ 
sissippi  and  Vermont,  Alabama,  Ohio, 
and  North  Carolina,  have  made 
great  headway  in  instruction  about 
alcohol.  I  think  their  emphasis 
has  been  not  only  on  the  training  of 
teachers,  but  on  the  preparation  of 
materials,  acting  as  resource  people 
to  the  local  systems  and,  in  general, 
encouraging  the  development  of  more 
adequate  teaching. 

You  can  certainly  say  there  have 
been  a  great  many  improvements 
then,  over  the  past. 

I  would  think  so,  yes. 

What  have  been  some  of  the  tra¬ 
ditional  limitations  to  effective  class¬ 
room  instruction  about  alcohol? 

I  think  it  is  only  fair  to  say  that 
some  of  the  limitations  in  instruction 
about  alcohol  may  be  considered 
characteristic  of  instruction  in  other 
areas.  As  you  know  for  many  years 
the  concept  of  schooling,  namely, 
exposing  young  people  to  a  system¬ 
atic  arrangement  of  ideas,  was  con¬ 
sidered  to  be  the  basis  of  good  teach¬ 
ing.  We  know  that  is  not  a  fact. 
We  have  known  it  for  sometime  and 
we  have  modified  our  teaching  in 
such  fields  as  reading,  spelling,  in  the 
organization  of  materials  in  the  fields 
of  social  science.  I  think  there  are 
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two  aspects  to  the  traditional  ap¬ 
proach  to  the  field  of  alcohol.  One 
has  been  this  lecture,  pouring-in 
process  by  which  accumulation  of 
facts  was  assumed  to  be  developed  on 
the  part  of  children  which  in  turn 
would  modify  behavior.  Secondly.  I 
think  the  overstress  on  the  physio¬ 
logical  action  of  alcohol  with  rel¬ 
ative  indifference  or  lack  of  aware¬ 
ness  of  the  social  implications  of  the 
use  of  alcohol,  and  the  abuse  of  alco¬ 
hol,  are  persistent  in  many  of  our 
schools.  We  know  today  that  an  in¬ 
tellectual  understanding  of  a  be¬ 
havior  situation  does  not  necessarily 
change  behavior.  I  think  we  have 
been  rather  slow  to  recognize  that 
in  the  instruction  about  alcohol. 

We  know  that  there  have  been 
some  recent  improvements  in  the 
tools  or  techniques  of  teaching.  How 


have  some  of  the  recent  teaching 
techniques  been  integrated  into  the 
classroom  instruction  about  alcohol? 

Well,  I  suppose  the  major  improve¬ 
ment  has  been  in  the  area  of  trying 
to  work  from  the  interest  and  needs 
of  students  rather  than  from  the 
interests  and  needs  of  adults.  By  that 
I  mean  that  in  the  past  it  has  been 
assumed  that  adults  could  organize 
concepts  around  the  use  of  alcohol 
which  they  felt  young  people  ought 
to  accept  and  then  we  have  so  organ¬ 
ized  them  and  presented  them  to 
young  people.  The  fact  remains  that 
many  times,  although  they  were 
worthy  objectives,  they  were  outside 
the  range  of  interests  of  young  peo¬ 
ple  and  hence  were  accepted  intel¬ 
lectually  and  rejected  emotionally.  I 
think  there  are  two  outstanding  de¬ 
velopments  in  terms  of  techniques 


Teachers  find  that  student  participation,  such  as  poster  making, 
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and  they  are  not  peculiar  to  the 
field.  One  is  the  technique  of  working 
through  student  committees,  through 
student  interests,  through  encourag¬ 
ing  young  people  to  explore  and  de¬ 
velop  and  formulate  concepts  for 
themselves  rather  than  being  handed 
them  ready  made.  Second,  I  think 
the  use  of  techniques  such  as  role 
playing,  preparing  radio  scripts,  pre¬ 
paring  television  scripts  and  some¬ 
times  broadcasts,  use  of  tape  record¬ 
ings  or  the  use  of  visual  aids  in 
geperal  has  had  an  effect  of  lifting 
this  material  out  of  the  rather  un¬ 
realistic,  and  I  would  say  uninterest¬ 
ing,  area  to  young  people  and  making 
it  more  realistic  and  more  livable  in 
terms  of  their  own  needs. 

Are  these  new  techniques  and  ma¬ 
terials  being  made  readily  available 
to  teachers? 


I  think  it  has  been  rather  difficult 
in  the  field  of  instruction  about  alco¬ 
hol  to  do  the  kind  of  thing  that  is 
possible  in  mathematics,  in  science, 
physiology,  namely,  to  develop  visual 
materials.  Traditionally  we  were 
dependent  upon  such  materials  as 
laboratory  demonstration  of  the  ani¬ 
mal,  organic,  vegetable  material  and 
the  effect  of  alcohol  in  high  concen¬ 
tration  upon  it.  The  lack  of  validity 
of  such  demonstrations  has  been  ex¬ 
plained  and,  I  think,  accepted.  But 
when  you  get  into  the  field  of  social 
behavior  of  subjective  feelings  about 
one’s  self  in  relation  to  other  people, 
it  is  much  more  difficult  to  set  up 
experimental  procedures. 

Should  teachers  take  sides  in  the 
“wet-dry”  issue? 

This  is  a  difficult  question  for 


is  an  effective  method  to  use  in  teaching'  facts  about  alcohol. 
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many  people.  It  seems  to  me  that 
teachers  are  people,  that  they  reflect 
the  background  from  which  they  de¬ 
velop,  the  points  of  view  that  were 
presented  by  their  family  and  com¬ 
munity,  the  church,  all  of  the  in¬ 
fluences  which  affected  them  in  their 
early  years.  I  would  be  inclined  to 
believe  that  teachers  do  have  strong 
opinions  on  the  wet  and  dry  issue 
and  I  am  sure  that  some  teachers 
carry  these  attitudes  into  the  class¬ 
room.  However,  I  think,  and  hope, 
that  since  most  teachers  have  had 
some  training  in  the  handling  of  con¬ 
troversial  issues  they  are  able  to 
present  or  provide  an  opportunity  for 
young  people  to  acquire  information 
and  evidence  and  to  some  extent  at¬ 
titudes  which  are  relatively  objective 
and  which  will  lead  to  the  young 
person's  making  the  decision  rather 
than  the  teacher  making  it  for  him. 

Do  we  have  any  indications  as  to 
how  effective  the  old  approach  to 
alcohol  education  has  been  in  in¬ 
fluencing  the  attitudes  of  young  peo¬ 
ple  towards  drinking? 

Well,  it  is  a  little  difficult  to 
answer  that  question  because  it 
might  almost  assume  that  the  school 
was  the  sole  influence  in  determining 
the  attitudes  of  young  people.  We  do 
know  this — that  the  use  of  alcohol  by 
the  young  people  in  the  age  group 
20-29  is  considerably  higher  than  in 
other  age  groups.  If  this  reflects  a 
failure  or  a  lack  of  effectiveness  on 
the  part  of  school  instruction,  I  sup¬ 
pose  it  might  be  looked  upon  as  such. 
As  a  matter  of  fact  there  are  so  many 
other  influences  that  determine  be¬ 


havior  whether  it  is  in  the  field  of 
the  use  of  alcohol  or  in  other  fields 
that  it  is  a  little  difficult  to  answer 
the  question.  I  feel  that  whatever  the 
technique  of  the  past  has  been,  we 
can  be  more  effective. 

What  suggestions  can  you  make  to 
improve  our  program  of  alcohol  in¬ 
struction  in  the  school? 

I  think  we  need  to  recognize  that 
the  school  reflects  the  community. 
It  cannot  move  faster  than  the  com¬ 
munity  without  difficulties  arising. 
On  the  other  hand,  I  think  the  school 
has  tended  to  isolate  itself  from  the 
community,  particularly  in  questions 
as  explosive  as  this  one.  It  seems  to 
me  that  we  have  two  major  needs. 
The  first  is  the  matter  of  teacher¬ 
training.  Traditionally  there  has  been 
little  emphasis  on  this  subject  in 
teacher  training  institutions  although 
that  is  where  the  greatest  emphasis 
should  be  given.  I  think  we  have  al¬ 
ready  mentioned  in-service  training 
of  teachers  in  other  states.  I  think 
this  should  be  expanded.  I  recognize 
that  this  is  extremely  difficult  be¬ 
cause  teachers  are  busy  and  have 
responsibilities  in  other  areas.  I  think 
that  there  should  be  more  teacher 
planning  within  the  schools  on  ma¬ 
terial  to  be  offered  and  the  responsi¬ 
bilities  of  every  teacher.  I  think  this 
should  be  related  to  the  community, 
cr  community  representatives  should 
be  encouraged  to  participate  in  such 
planning.  I  think  the  school  can  then 
go  just  as  far  and  as  fast  as  the  com¬ 
munity  is  able  to  allow.  I  think  in  the 
long  run  this  will  be  the  most  ef¬ 
fective  approach. 


Before  you  flare  up  at  anyone’s  faults,  take  time  to  count  ten — ten  of  your  own. 
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YOUR 

PSYCHOLOGICAL 
FIRST  -  AID 
KIT 

BY  Wm.  B.  TERHUNE,  M.D. 

Reprinted  from  EMOTIONAL  PROBLEMS 
AND  WHAT  YOU  CAN  DO  ABOUT  THEM, 
by  William  B.  Terhune,  M.D.  Copyright  1955 
by  William  B.  Terhune,  William  Morrow  & 
Company,  publisher. 

To  heal  the  wounds  of  emotions 
you’ll  need  to  fill  your  kit  with 
the  correct  mental  equipment. 


YOU,  like  everyone  else,  will  at 
some  time  in  your  life  come  up 
against  emotional  problems  with 
which  you  need  help.  And  you  are 
very  likely  to  be  called  upon  to  help 
friends  or  relatives  in  similar  need. 
Now  is  the  time  to  provide  yourself 
with  the  correct  mental  equipment. 
We  all  have  potential  psychological 
equipment,  but  we  must  develop  it 
and  learn  to  use  it  automatically.  So 
you  must  develop  skills  in  person¬ 
ality  and  acquire  techniques  before 
you  can  help  yourself  or  others.  Your 
first-aid  kit  must  have  these  es¬ 
sentials: 

Absolute  integrity  is  a  sine  qua 
non.  To  attain  this  integrity  you  may 
cut  no  corners,  steal  no  bases,  no 
matter  how  great  the  temptation. 
Your  first  step  is  to  seek  the  truth 
about  yourself,  or  about  those  you 
want  to  help,  realizing  that  truth  is 
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elusive  and  must  be  sought  out.  Once 
you  have  found  it,  adhere  to  it  firmly. 

You  must  have  a  desire  for  know¬ 
ledge,  an  intellectual  objective  curios¬ 
ity,  a  wish  constantly  to  find  better 
methods  of  making  personal  adjust¬ 
ment.  Watch  the  good  adjusters,  dis¬ 
cover  how  they  do  it,  and  imitate 
them.  Three-fourths  of  learning  con¬ 
sists  of  imitating  that  which  other 
successful  and  intelligent  people  have 
discovered.  So  try  really  to  under¬ 
stand  yourself  and  others,  why  peo¬ 
ple  act  as  they  do,  what  makes  them 
tick.  In  general,  the  truth  about  peo¬ 
ple  is  simple,  uncomplicated  and 
easily  understood — therefore  often 
overlooked. 

A  Valuable  Trait 

Loyalty  is  one  of  the  most  valuable 
of  all  sentiments — valuable  to  your¬ 
self  and  to  others.  Everyone  has  a 
degree  of  loyalty,  but  perhaps  you 
have  not  yet  developed  it  or  learned 
to  use  it  wisely.  The  acme  of  this 
virtue  is  to  support  all  things  that 
merit  loyalty,  so  try  to  think  and 
speak  no  evil  of  anyone.  If  you  are 
helping  others,  build  them  up  by 
mentioning  their  good  points,  no  mat¬ 
ter  how  great  their  faults.  Destruc¬ 
tive  criticism  indicates  your  aware¬ 
ness  of  your  own  shortcomings, 
which  you  simply  evade  by  criti¬ 
cizing  others.  The  loyal  person  can  be 
trusted  at  all  times,  and — what  is 
more  important — he  trusts  himself. 

Whoever  is  loyal,  whatever  be  his 
cause,  is  devoted,  is  active;  he  sur¬ 
renders  his  own  self-will,  controls 
himself,  is  in  love  with  his  cause  and 
believes  in  it.  Thus,  inability  to  make 
decisions  is  often  corrected  by  loyal¬ 
ty;  for  the  cause  plainly  tells  the 
loyal  man  what  to  do.  Loyalty  tends 
to  unify  life,  to  give  it  contour,  pur¬ 
pose,  stability. 

If  you  have  a  friend  or  relative 
with  an  emotional  difficulty,  skill  in 
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listening  is  an  indispensable  asset.  It 
is  characterized  by  showing  more 
interest  in  others  than  in  yourself. 
The  good  listener  will  ask  but  few 
questions;  he  speaks  only  to  maintain 
the  friendly  atmosphere  which  acts 
as  a  warm  poultice  for  drawing  the 
other  person  out.  A  skillful  listener 
seldom  makes  comments,  gives  little 
advice,  and  above  all  does  not  talk 
about  his  own  experiences  and  be¬ 
liefs.  This  requires  patience,  an  open 
mind  and  mental  flexibility.  Import¬ 
ant  matters  cannot  be  hurried;  it 
takes  time  to  establish  a  helpful  re¬ 
lationship  between  a  sympathetic 
listener  and  a  person  who  needs  to 
talk.  Just  as  the  miner  in  search  of 
gold  works  many  a  panful  of  sand 
before  he  finds  a  nugget,  so  it  is  the 
persistently  patient  listener  who  is 
rewarded.  An  open  mind  is  useful 
because — among  other  benefits — it  at¬ 
tracts  other  people’s  ideas,  but  the 
mind  can  be  kept  open  only  if  none 
of  the  corridors  are  blocked  by  fixed 
ideas.  To  help  others,  you  must  learn 
to  give  unprejudiced  consideration 
to  things  you  do  not  like;  look  for 
the  truth  or  beauty  that  others  be¬ 
lieve  they  find.  The  third  require¬ 
ment  for  skilled  listening,  mental 
flexibility,  indicates  a  willingness  to 
exert  yourself  sufficiently  to  look  at 
all  the  angles  of  a  situation.  As  a 
corollary,  with  mental  flexibility  goes 
a  willingness  to  admit  error  un¬ 
grudgingly  and,  if  necessary,  fre¬ 
quently. 

“I  will  sing  with  the  spirit,  and  I 
will  sing  with  the  understanding 
also,”  said  St.  Paul.  An  understanding 
spirit,  desirable  though  it  would  be 
in  everyone,  is  absolutely  necessary 
for  anyone  who  wants  to  help  him¬ 
self  and  others  psychologically.  Peo¬ 
ple  seek  money,  fame  and  position, 
hoping  thus  to  outfit  themselves  at¬ 
tractively  in  the  sight  of  others.  An 
understanding  spirit  would  be  a  bet- 
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ter  goal,  but  in  the  quest  for  tran¬ 
sient  material  success  this  enduring 
quality  of  personality  is  too  often  for¬ 
gotten.  Understanding  yourself  is 
largely  the  result  of  wanting  to 
enough.  To  understand  another,  it 
is  necessary  to  put  yourself  in  his 
place,  to  try  to  feel  as  he  does,  to  see 
things  as  he  sees  them.  Understand¬ 
ing  does  not  depend  upon  sympathy, 
which  is  a  poor  substitute  for  putting 
yourself  in  another’s  place — since 
sympathy  may  encourage  self-pity, 
the  most  malignant  of  all  sentiments. 

Live  With  Others 

All  people  have  a  deep  need  to  be 
understood.  To  understand,  it  is 
necessary  to  live  mentally  on  the 
level  of  others,  and  to  feel  with  them. 
Thus  only  can  one  assuage  another 
person’s  aloneness  — the  most  painful 
void  in  man’s  life. 

Tolerance  is  not  only  a  tool  but  the 
hallmark  identifying  a  sterling 
character,  an  individual  free  of  the 
dross  of  prejudice,  one  who  gives  to 
others  the  same  complete  freedom  to 
believe  and  to  live  as  he  truly  thinks 
right  for  himself.  In  dealing  with 
yourself,  as  with  others,  tolerance  is 
a  necessity,  for  it  clears  the  atmos¬ 
phere  so  that  one  may  see  far  into  the 
distance.  First  recognize  the  advan¬ 
tages  of  being  tolerant,  then  wish  to 
be  tolerant  and  try  to  become  so.  Seek 
and  obliterate  ruthlessly  all  intoler¬ 
ance  that  you  can  find  within  your¬ 
self.  Realize  that  every  intolerance  is 
wrong  and  that,  as  long  as  even  one 
remains,  it  will  obscure  your  vision 
in  some  direction. 

Efficiency  in  one’s  own  life  is  im¬ 
portant  since  much  suffering  and 
misunderstanding  is  due  to  careless 
inefficiency.  As  a  nurse  must  be  able 
to  put  a  bandage  on  securely  and 
quickly,  so  you,  who  are  trying  to 
help  yourself  or  your  friends,  must 
use  the  appropriate  emotional  ad¬ 


hesive,  must  be  able  to  apply  an  idea 
deftly  so  it  will  stick.  Learn  to  be 
efficient;  do  things  the  easiest  and 
simplest  way;  minimize  the  effort  in¬ 
volved;  enjoy  doing  each  job  better. 
Much  of  the  satisfaction  in  life  lies 
in  accomplishing  a  purpose  simply 
and  efficiently.  Once  you  know  how 
to  do  it,  “easy  does  it,”  and  life  be¬ 
comes  increasingly  satisfying.  The 
height  of  efficiency  is  casual  effici¬ 
ency.  Try  to  accomplish  your  pur¬ 
pose  with  the  least  and  best  effort — 
and  help  others  to  do  likewise. 

Humility  is  the  mark  of  a  truly 
great  personality;  no  small  person 
was  ever  humble  in  spirit.  The  hum¬ 
ble  person  acknowledges  failure  and 
success  without  being  unduly  cast 
down  by  the  one  or  set  up  by  the 
other.  He  treats  criticism  and  flattery 
in  a  similar  manner.  He  knows  that 
human  action  is  imperfect  more  often 
than  not,  and  that  he  is  responsible 
for  his  purpose  but  not  altogether  for 
the  results — provided  the  purpose 
has  been  diligently  and  efficiently 
sought.  People  with  true  humility  are 
usually  kind,  and  everyone  feels  a 
binding  affection  for  them.  Humility 
is  a  conspicuous  trait  in  the  character 
of  a  mature  person. 

Judgment  Valuable 

Good  judgment  is  an  invaluable 
asset  and  to  possess  it  should  be 
everyone’s  goal.  Fortunately,  good 
judgment  can  be  acquired  through 
training  and  practice.  Thus,  take 
time  to  think  through  even  an 
emergency,  then  check  and  recheck 
facts  and  decisions.  When  called  upon 
to  handle  an  emotional  emergency  of 
your  own,  ask  yourself:  “Does  what 
I  am  about  to  do  show  good  judg¬ 
ment?  Would  a  jury  of  good,  wise, 
and  experienced  men  and  women 
agree  that  this  is  the  wise  thing  to 
do,  for  everyone  concerned?”  Start 
(Continued  on  page  32) 
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to  the 

air ! 


The  Star  of  Hope,  symbolizing  a  happy 
future  for  the  alcoholic  through  the  work  of 
your  state  alcoholism  program.  The  alcoholic 
can  be  helped  —  through  treatment,  educa¬ 
tion,  prevention  and  research.  For  informa¬ 
tion  about  the  Rehabilitation  Program,  Write 
Box  9494,  Raleigh. 


On  June  1,  the  ARP 
branched  out  into  a  new 
field  of  communications 
with  the  showing  of  these 
TV  slides  on  every  tele¬ 
vision  station  in  the 
State  —  eleven  in  all. 
We’d  like  to  thank  these 
stations  for  their  coop¬ 
eration  and  our  special 
thanks  go  to  WRAL-TV 
staff  artist,  Bill  Pugh,  for 
his  art  work  and  constant 
supervision. 


ARP 

P.O.  BOX 

9494 

Jr  w  nr 

ALEIGH 


Is  this  man  familiar  to  you?  Is  he  any¬ 
one  you  know?  He  is  an  alcoholic.  He  suffers 
from  one  of  the  largest  public  health  prob¬ 
lems  in  the  nation.  He’s  a  compulsive,  un¬ 
controlled  drinker  and  he’s  sick.  You  can  help 
him  through  your  understanding.  Write  the 
state  alcoholism  program  for  details. 


hysician  is  as  mindful  of  the 
seds  of  his  patients  as  he  is  of 
To  the  alcoholic  and  his  family, 
ich  help  and  understanding.  The 
ician  is  a  valuable  member  of 
earn,  working  to  wipe  out  alco- 
}  the  ARP  for  information. 


Well-adjusted  men  and  women  don’t  just 
happen.  They’re  the  product  of  an  under¬ 
standing  home  and  community.  Prevention 
of  an  emotional  illness  such  as  alcoholism 
begins  with  the  family.  Write  your  state 
alcoholism  program  for  information.  There 
is  hope  for  the  alcoholic. 


Warning!  Alcoholism  is  an  illness  that  can 
happen  not  only  to  your  neighbor.  It  could 
happen  to  you!  Know  the  warning  symptoms 
of  alcoholism.  It’s  a  deceptive  disease  devel¬ 
oping  slowly  and  progressively.  Write  your 
state  alcoholism  program  for  information. 
There  is  hope  for  the  alcoholic. 


one  person  suffering  from  alco- 
dditional  five  persons  are  affect- 
child  is  not  immune  from  the 
;i  put  on  this  illness.  Alcoholism 
;m  of  every  person  in  the  com- 
|rn  how  YOU  can  help.  Contact 
is  hope  for  the  alcoholic. 


areti 


IN  THE  TREATMENT 


IN  the  history  of  alcoholism  the  first 
half  of  the  20th  Century  will  go 
down  as  the  period  which  saw  a 
gradual  general  acceptance  of  alco¬ 
holism  as  a  disease. 

The  mere  recognition  of  alcoholism 
as  a  disease  is  a  tremendous  step  in 
itself  but  it  is  certainly  not  enough. 
It  would  be  equally  wrong  to  claim 
that  the  alcoholic  should  be  the  ex¬ 
clusive  property  of  the  physician, 
when  in  fact  the  symptoms  of  alco¬ 
holism  are  so  manifold.  Certainly 
alcoholism  must  continue  to  claim 
the  attention  of  many  people,  both 
lay  and  professional.  In  the  latter 
group  we  would  include  the  soci¬ 
ologist,  the  social  worker,  the  minis¬ 
ter,  the  psychologist,  the  economist, 
the  journalist,  the  anthropologist, 


the  law-enforcement  officer  and  the 
legislator.  These  and  many  others 
must  communicate  their  own  special 
knowledge  of  alcoholism  J 
The  medical  profession  has  been 
slow  to  accept  working  with  the  alco¬ 
holic  as  part  of  its  daily  duty.  But 
now,  in  mid-century,  many  hospitals 
will  accept  the  alcoholic  patient  and 
the  doctor  who  turns  his  back  on  the 
alcoholic  can  be  regarded  as  not 
only  unethical  but  also  as  probably 
an  emotionally  sick  man  himself.  In 
general,  the  responsibility  of  the 
medical  profession  has  focused  upon 
the  physical  condition  of  the  alco¬ 
holic.  Often  the  despair  and  despond¬ 
ency  of  the  physician  is  related  to  his 
repeated  experiences  of  sobering  up 
the  alcoholic  and  discharging  him 
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Treatment  is  improving  and  with  it  comes  a 
change  of  thinking  that  could  mean  quicker  and 
more  successful  recovery  for  the  alcoholic. 


BY  JOHN  A.  EWING,  M.D.,  D.P.M. 

Of  A  LCOHOLISM 


from  the  hospital  physicially  fit  to 
start  drinking  once  again.  The  aver¬ 
age  physician  feels  (with  some  justi¬ 
fication)  that  there  is  only  so  much 
time  that  he  can  afford  to  give  to  the 
alcoholic  patient  and  he  welcomes 
any  apparent  short  step  to  the  treat¬ 
ment  of  the  alcoholic.  He  readily  ac¬ 
cepts  the  new  approaches  which 
enable  him  to  do  something  quickly 
with  and  for  the  alcoholic  and  then 
dismiss  him  from  his  office  without 
“getting  too  involved,\  The  drug 
antabuse  has  certainly  proved  a 
great  boon  in  this  respect  as  have  the 
various  tranquilizers. 

To  a  very  large  extent,  however, 
the  members  of  the  medical  profes¬ 
sion  who  spend  most  time  with  any 
individual  alcoholic  are  the  psychia¬ 


trists,  assisted  by  other  professional 
workers  such  as  the  nurse,  sociolo¬ 
gist,  social  worker,  and  psychol¬ 
ogist.  However,  there  are  many  psy¬ 
chiatrists  who  themselves  are  unable 
to  tolerate  such  work.  But  if  every 
psychiatrist  in  the  United  States 
were  to  give  up  all  other  work  and 
to  spend  his  entire  time  treating  alco¬ 
holics,  and  if  all  alcoholics  went  to 
these  psychiatrists  for  treatment 
there  would  still  be  a  grossly  inade¬ 
quate  amount  of  treatment  available. 
Assuming  that  each  psychiatrist 
were  to  work  a  40-hour  week,  a  rough 
calculation  at  once  shows  me  that 
each  alcoholic  would  receive  a  one 
hour  interview  from  a  psychiatrist 
approximately  every  10  weeks. 

In  spite  of  the  inadequate  number 
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of  psychiatrists  available  when  com¬ 
pared  with  the  number  of  alcoholics 
who  might  wish  to  seek  treatment 
there  is  one  very  important  step 
that  I  feel  we  must  take  in  the 
second  half  of  the  20th  Century.  This 
step  is  based  upon  the  findings  of 
those  psychiatrists  and  their  alco¬ 
holic  patients  who  have  been  able  to 
work  together.  It  has  become  increas¬ 
ingly  clear  that  the  old  catch  phrase 
“alcoholism  is  a  disease’'  is  an  un¬ 
satisfactory  one  and  should  be  re¬ 
placed  with,  “alcoholism  is  a  symp¬ 
tom.” 

What  Is  A  Symptom? 

My  dictionary  defines  symptom  as 
“any  perceptible  change  in  the  body 
or  its  functions  indicating  disease,  or 
the  kind  or  phases  of  disease.”  In 
the  practice  of  medicine  the  physi¬ 
cian  uses  the  symptoms  and  signs 
which  appear  in  his  patient  to  track 
down  the  causative  disease,  to  enable 
him  to  diagnose  that  disease  and 
hence  to  treat  the  basic  causal  con¬ 
dition  itself. 

As  an  example,  let  me  cite  the 
symptom  of  fever.  When  the  physi¬ 
cian  finds  that  the  patient’s  tempera¬ 
ture  is  consistently  above  normal  he 
sets  to  work  to  find  out  why.  The 
physician  must  find  out  the  origin  of 
the  raised  temperature.  Is  it  appendi¬ 
citis,  tonsillitis,  pneumonia,  an  ab¬ 
scess,  or  one  of  many  infectious  dis¬ 
eases?  Reaching  an  answer  may  be 
relatively  simple  or  enormously  com¬ 
plex.  The  possible  causes  of  a  fever 
are  legion  and  the  physician’s  diag¬ 
nostic  training  is  aimed  at  using  all 
the  signs,  symptoms,  clinical  exami¬ 
nations,  and  laboratory  examinations 
at  his  command  in  order  to  reach  a 
final  decision  as  to  the  cause. 

When  it  comes  to  alcoholism  we 
are  a  long  way  behind  the  general 
stream  of  medicine.  There  is  still  a 
tendency  among  the  medical  profes¬ 


sion  and  among  people  in  general  to 
regard  the  removal  of  the  symp¬ 
tom  as  an  end  in  itself.  Just  getting 
an  alcoholic  to  stop  drinking  may 
seem  a  very  desirable  result.  But 
what  will  this  mean  if  the  drinking 
has  been  this  alcoholic’s  only  major 
solution  to  dealing  with  unbearable 
tensions?  Sometimes  it  may  result  in 
the  development  of  some  new 
emotional  symptom  or  one  of  the  so- 
called  psychosomatic  diseases.  Of 
course  not  every  alcoholic  will  neces¬ 
sarily  respond  with  sobriety  to  treat¬ 
ment  which  is  just  aimed  at  the 
symptom  of  his  drinking.  If  the 
drinking  is  a  kind  of  emotional  fire- 
escape  (and  the  only  one  he  is  able 
to  use)  he  will  almost  certainly  use 
this  again  once  his  “nerves”  start 
shouting  “fire!” 

Varied  Approaches 

Fortunately,  many  of  the  treatment 
approaches  which  are  only  intended 
as  symptomatic  treatment  turn  out 
to  have  other  connotations.  Let  me 
give  a  few  examples: 

The  so-called  aversion  treatment  of 
alcoholism  was  developed  on  the 
theory  that  a  “conditioned  reflex” 
might  be  set  up  so  that  the  patient 
would  feel  great  repugnance  and  even 
become  physically  ill  when  contem¬ 
plating  taking  a  drink.  As  far  as  this 
goes  it  is  purely  a  symptomatic  treat¬ 
ment.  However,  this  treatment  has  to 
be  administered  to  the  alcoholic  by 
one  or  more  people.  At  once  we  are 
dealing  with  the  most  complex  of  all 
treatments — the  interpersonal  re¬ 
lationship.  Here  we  are  concerned 
with  the  powerful  psychological  ef¬ 
fect  of  one  human  being  upon  an¬ 
other.  Fortunately,  this  relationship 
is  one  of  primary  interest  to  the  psy¬ 
chiatrist,  and  psychiatric  teaching 
and  attitudes  are  gradually  being 
brought  back  into  the  medical  profes¬ 
sion.  In  writing  of  general  prac- 
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titioners  quite  recently  Michael 
Balint,  a  psychoanalyst,  stated  that 
the  most  frequently  used  drug  is  the 
doctor  himself! 

Take,  as  another  example,  the  situ¬ 
ation  where  the  physician  gives  the 
patient  a  “tranquilizing  pill”  in  an 
effort  to  help  him  with  his  alcohol¬ 
ism.  We  know  from  studies  that  the 
success  or  failure  of  the  tranquilizing 
pill  will  depend  much  more  upon  the 
meaning  of  the  patient’s  relationship 
with  the  physician  rather  than  the 
activity  of  the  drug.  Just  recently  a 
physician,  H.  Koteen,  has  reported  a 
scientifically  controlled  study  which 
failed  to  show  any  better  results 
from  inactive  tablets  when  compared 
with  one  of  the  much  advertised 
modern  tranquilizers.  He  concluded 
that  the  tranquilizing  effect  of  a  pill 
depended  more  upon  the  association 
with  the  physician  in  which  the  pa¬ 
tient  “gains  a  sense  of  security  from 
a  visit  with  a  compassionate  person.” 

Psychological  Factors  of  AA 

As  a  final  example  of  a  treatment 
method  which  is  seemingly  aimed 
primarily  at  the  symptom  of  drinking 
let  me  take  Alcoholics  Anonymous. 
In  this  fine  organization  it  is  at  once 
apparent  to  any  really  participating 
member  that  psychological  factors 
and  psychological  relationships  are 
supreme.  I  feel  confident  that  the 
A.A.  movement  would  have  failed 
had  it  merely  preached  (as  had  other 
movements  before  it)  the  doctrine  of 
sobriety.  Instead,  what  the  Alcoholics 
Anonymous  Organization  has  to  offer 
the  alcoholic  is  psychologically  vital. 
The  successful  A.A.  member  accepts 
a  dependent  relationship  upon  an  ac¬ 
cepting  group.  He  accepts  his  in¬ 
ability  to  stand  strictly  alone.  He  ac¬ 
cepts  the  support  from  others  and  his 
responsibility  to  others.  In  his  re¬ 
lationship  with  the  group  he  may 
become  a  very  active  leading  figure 


or  just  one  of  the  back  seat  members. 
Whatever  he  does  there  is  no  doubt 
that  affiliation  with  the  group  has 
its  major  effect  in  psychological 
terms. 

Of  course  Alcoholics  Anonymous 
membership  is  not  the  answer  for 
all  alcoholics.  The  psychological 
meanings  of  A.A.  while  acceptable  to 
so  many,  still  frighten  away  a  few. 
This  is  true  of  any  single  treatment 
method  aiming  at  the  problem  of 
alcoholism.  In  many  of  our  large- 
scale  attempts  at  alcoholic  rehabili¬ 
tation  either  at  Centers  or  on  an  out¬ 
patient  basis  we  tend  to  use  one 
major  treatment  approach.  This  is 
forced  upon  us  because  of  small  num¬ 
bers  of  therapists  and  large  numbers 
of  patients.  Certainly,  some  people 
will  benefit  from  a  treatment  pro¬ 
gram  just  because  the  psychological 
meanings  of  that  program  happen  to 
fit  their  needs.  However,  there  are 
other  patients  whose  psychological 
needs  will  not  be  met  by  a  program 
aimed  just  at  the  masses.  An  analogy 
which  comes  to  my  mind  would  be 
to  issue  one  standard  type  of  glasses 
to  people  with  poor  eyesight  without 
ever  attempting  to  measure  the  eye 
defects  which  have  to  be  corrected. 
Some  patients  would  feel  that  they 
could  see  better  with  these  standard 
glasses  but  others  would  find  no 
benefit  and  some  might  even  see 
worse. 

Enthusiasm  Needed 

For  many  years  I,  and  other  psy¬ 
chiatrists  interested  in  alcoholism, 
have  been  saying  that  the  results  of 
any  one  treatment  are  directly  pro¬ 
portionate  to  the  enthusiasm  of  the 
person  offering  that  treatment  and 
the  effects  of  the  enthusiasm  upon 
the  relationship  with  the  patient. 
Another  thing  which  has  been  clini¬ 
cally  apparent  is  that  the  particular 
meaning  of  a  type  of  treatment  may 
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be  acceptable  to  (and  hence  good  for) 
one  patient  but  unacceptable  and  un¬ 
successful  for  another. 

This  last  point  leads  to  the  main 
purpose  of  this  article — to  make  a 
plea  for  a  further  advance  in  the 
treatment  of  alcoholism.  I  have  said 
that  at  first  we  had  the  statement 
“alcoholism  is  a  disease.”  Then  came, 
“alcoholism  is  a  symptom  of  under¬ 
lying  emotional  maladjustment.” 
Now,  I  think,  we  must  move  toward 
the  next  phase  which  is  “Adjust  the 
treatment  of  the  alcoholic  according 
to  his  underlying  emotional  maladjust¬ 
ment.”  In  other  words  I  am  advo¬ 
cating  the  need  to  study  the  patient 
in  more  detail,  to  delve  below  his 
symptom  of  alcoholism,  to  define  the 
particular  cause  of  his  alcoholism 
and  then  to  offer  treatment  which 
is  specifically  aimed  at  that  particu¬ 
lar  personality  and  its  psychological 
needs.  While  this  general  program 
has  been  clear  in  the  minds  of  many 
of  us  for  some  time  we  have  been  a 
long  way  from  its  becoming  a  reality 
except  on  a  relatively  small  scale 
and  in  a  few  places. 

Important  Research 

Now,  however,  we  are  faced  with  a 
vitally  important  piece  of  research 
which  is  reported  in  a  publication* 
of  1957.  In  spite  of  the  title  of  this 
book  Dr.  Wallerstein  and  his  col¬ 
leagues  are  not  offering  directions 
for  the  physician  on  how  to  handle 
the  hospital  treatment  of  alcoholic 
patients.  The  physician  who  wishes 
to  know  anything  about  the  treat¬ 
ment  of  delirium  tremens  or  alco¬ 
holic  shakes  must  look  elsewhere. 
This  book  does  not  answer  as  many 
questions  as  it  raises  but  neverthe- 


*“Hospital  Treatment  of  Alcoholism”  by 
Robert  S.  Wallerstein,  M.  D.  and  associates. 
Published  by  Basic  Books,  Inc.,  New  York, 
1957.  Price  $5.00.  210  pages. 
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iess  it  is  one  of  vital  importance  be¬ 
cause  of  the  significance  of  the  work 
therein. 

This  is  the  report  of  a  research 
project  carried  out  at  the  Winter  VA 
Hospital,  Topeka,  Kansas.  Four  dif¬ 
ferent  treatment  methods  were  used 
— antabuse,  conditioned  reflex  thera¬ 
py,  group  hypnotherapy,  and  a  con¬ 
trol  group.  The  last  group  was  sup¬ 
posed  to  receive  no  specific  therapy 
and  to  be  there  for  comparison  pur¬ 
poses  mainly.  However,  as  I  have 
indicated  above,  it  is  impossible  to 
have  any  meaningless  human  re¬ 
lationship.  Therefore,  this  group, 
while  continuing  to  be  the  control 
group  for  comparison  purposes,  de¬ 
veloped  into  that  receiving  “milieu 
therapy”  with  group  discussion  pre¬ 
dominating. 

Test  Cases 

Patients  were  randomly  assigned 
to  one  group  or  another  for  a  hospital 
stay  of  60  or  more  days.  All  patients 
were  studied  psychiatrically  in  con¬ 
siderable  detail  and  were  followed 
for  two  years  after  cessation  of  the 
treatment  period.  While  antabuse 
was  apparently  more  helpful  to  more 
patients  than  any  other  single  treat¬ 
ment  method  it  is  equally  clear  that 
antabuse  is  by  no  means  the  answer 
to  the  problem  of  alcoholism  as  near¬ 
ly  half  of  the  patients  receiving  this 
were  not  helped.  Also,  all  the  other 
treatment  methods  helped  a  signifi¬ 
cant  number  of  patients.  This  led 
these  researchers  to  analyse  their 
results  in  sufficient  detail  to  show 
which  types  of  patients  did  best  with 
which  type  of  treatment.  I  will  not  at¬ 
tempt  to  give  these  workers’  con¬ 
clusions  in  detail.  The  reader  whose 
interest  is  stimulated  by  this  review 
should  study  the  original.  However, 
a  few  of  the  conclusions  are  worth 
recording  here. 

The  dimension  of  compulsiveness 
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proved  to  be  a  measure  of  good  prog¬ 
nosis  with  antabuse  but  it  cut  across 
diagnostic  groupings.  On  the  other 
hand  patients  on  the  border  of  a  de¬ 
pression  or  of  a  psychosis  did  not 
do  well  on  antabuse,  which  seems  to 
present  the  danger  of  precipitating  a 
psychotic  reaction.  Such  patients  did 
better  on  milieu-therapy.  The  more 
passive  dependent  the  patient  the 
greater  chance  he  has  of  benefiting 
from  hypnotherapy.  Schizoid  pa¬ 
tients  seem  to  respond  to  this  treat¬ 
ment  also  but  appear  to  be  unable  to 
maintain  improvement  after  dis¬ 
charge.  The  patient  with  overt  de¬ 
pression  seemed  to  respond  best  to 
conditioned  reflex  therapy. 

Patients  with  strong  aggressivity 
were  problem  patients  in  whatever 
group  they  were  assigned  but  did 
least  well  in  the  groups  receiving 
reflex  therapy  and  hypnotherapy. 

One  factor  which  over-ruled  all 
these  considerations  was  the  fact  that 
prognosis  was  better  in  patients  who 
had  a  greater  capacity  for  meaning¬ 
ful  interpersonal  relationship  and  a 
greater  potential  for  forming  a  de¬ 
pendent  tie  to  the  therapist  and  to 
the  hospital. 

The  importance  of  this  work  can¬ 
not  be  overestimated.  The  results 
clearly  suggest  that  by  classifying 
the  patient  by  his  personality  type 
we  may  be  able  to  offer  him  a  specifi¬ 
cally  planned  treatment  program 
which  is  most  likely  to  be  helpful  to 
him.  The  work  which  is  reported  in 
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this  book  should  certainly  be  re¬ 
peated  elsewhere  and  Wallers tein 
and  his  colleagues  are  the  first  to 
admit  this  need.  However,  we  are 
dealing  with  a  major  breakthrough 
in  the  field  of  alcoholism  therapy. 
One  can  conceive  a  patient  being 
admitted  to  a  rehabilitation  center 
where  he  is  studied  in  detail  for 
several  days  after  which  he  is  assign¬ 
ed  to  one  of  several  treatment  groups 
according  to  his  psychological  make¬ 
up.  These  treatment  groups  would 
each  offer  a  treatment  program 
specifically  designed  for  the  person¬ 
ality  make-up  of  the  assigned  pa¬ 
tients.  This  is  not  to  suggest  that 
individual  psychotherapy  should  be¬ 
come  a  thing  of  the  past.  But  we  are 
faced  with  tremendous  numbers  of 
people  suffering  from  alcoholism  and 
we  must  consider  how  we  can  im¬ 
prove  our  mass  treatment  methods 
which  are  presently  being  used  in 
many  rehabilitation  centers. 

Certainly  we  are  justified  in  con¬ 
cluding  that  a  specially  tailored  pro¬ 
gram  where  the  individual  is  treated 
along  with  a  group  of  people  of  simi¬ 
lar  personality  make-up  would  prob¬ 
ably  improve  the  results  in  any  treat¬ 
ment  center  which  at  present  offers 
relatively  unspecific  therapy  on  a 
take  it  or  leave  it  basis.  This  hypo¬ 
thesis  is  readily  subjected  to  experi¬ 
ment  and  undoubtedly  much  more 
will  be  heard  of  this  Wallerstein 
Study  and  of  studies  growing  out  of 
it  in  the  years  to  come. 


PSYCHIATRIC  treatment  is  far  from  treatment  of  “the  mind”  alone. 

While  it  is  essentially  causative  treatment,  the  psychiatrist  as  a 
physician  uses  all  of  the  techniques  of  medicine.  Adequate  rest,  achieved 
usually  through  drug  therapy,  vitamins,  and  proper  diets  to  overcome 
the  deficiencies  and  underweight  common  to  problem  drinkers,  are 
equally  his  concern. 

—from  THE  PROBLEM  DRINKER 
by  Joseph  Hirsch 
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THE  STORT 


BY  JIM  O. 


Reprinted  from  BAR-LESS  published  by 
Indiana  State  Prison  AA  Group. 


't'HERE  is  a  story  that  belongs 
back  of  the  bottle  ...  I  am 
speaking  to  those  now  who  are  true 
alcoholics.  If  you  do  not  realize  this, 
you  will  revert  to  the  bottle  every* 
time  unless  you  recognize  what  is 
wrong  with  you  as  an  alcoholic,  what 
is  wrong  with  you  inside.  I  do  not 
care  what  you  call  that  inside  depart¬ 
ment,  whether  you  call  it  emotion  or 
spirit,  or  whatever  you  want  to  call 
it,  it  doesn’t  make  much  difference. 
But  until  you  are  willing  to  admit 
as  a  human  being  there  is  more 
wrong  with  you  than  drink,  your 
chances  of  staying  away  from  the 
bottle  are  nil.  That  is  one  of  the 
hardest  things  in  the  world  for  the 
alcoholic  to  grasp.  Almost  all  of  us 
who  are  alcoholics  have  friends  and 
kindly  relatives,  loving  mothers  who 
are  willing  to  say:  “Isn’t  it  too  bad 
about  Jim  for  he  could  be  such  a 
good  guy  if  he  didn’t  drink  so  much.” 
The  alcoholic  buys  this  nonsense 
that  the  only  thing  wrong  with  him 
is:  he  drinks  too  much. 

Watch  the  alcoholic  who  is  abstain¬ 
ing  from  drinking,  who  is  dry.  I  am 
sure  you  will  see  a  miserable  tor¬ 
tured  man.  We  used  to  say  in  Chica¬ 
go  that  if  all  an  alcoholic  did  to  stay 
sober  was  to  stay  away  from  the 
bottle,  he  hadn’t  done  anything  at 
all.  If  taking  the  bottle  away  from 
the  alcoholic  is  all  you  are  going  to 
do  to  help  him,  giving  him  nothing 
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The  salvation  of  the  alcoholic  lies  in 
his  recognizing  that  there  is  more  to 
his  problem  than  just  drinking.  An 
alcoholic  frankly  tell  us  why. 


to  replace  it  with,  you  wouldn’t  be 
doing  him  a  favor  at  all.  If  that  is  all 
you  are  going  to  do  for  the  alcoholic, 
for  God’s  sake  let  him  drink.  He 
needs  something  to  rely  on,  to  carry 
him  through  life.  If  you  will  look  at 
the  reason  why  you  drank,  you  will 
find  that  alcohol  performed  a  very 
valuable  service  to  you. 

Alcohol  A  Booster 

Most  AA’s  do  not  hate  alcohol. 
They  recognize  through  many  years 
booze  was  their  friend.  I  know  in  my 
own  case,  there  are  many  things  I 
could  not  have  done  if  alcohol  hadn’t 
given  me  the  boost  to  do  it.  I  would 
not  have  had  the  nerve  or  courage  to 
carry  them  out  without  its  help.  It 
made  the  way  easy  over  the  rough 
spots  in  life.  It  calmed  my  nerves. 
In  my  younger  days,  and  perhaps  a 
little  now,  I  was  very  shy  and  bash¬ 
ful  with  gross  feelings  of  inferiority. 
Surely,  some  of  you  are  familiar  with 
those  feelings?  I  was  always  uneasy 
and  nervous  and  always  carried  with¬ 
in  me  the  feeling  of  a  fugitive.  I  kept 
going  through  life  looking  over  my 
shoulder  somehow  or  other.  Very 
early  in  the  game,  I  learned  about 
six  shots  of  the  wonderful  stuff  and 
these  feelings  I  had  vanished. 

It  wasn’t  the  taste  or  flavor  of 
bourbon  that  I  was  after,  but  the 
feeling  I  got  when  I  drank  it.  It  gave 
me  a  feeling  of  peace  and  calm, 


which  I  was  seeking.  When  I  needed 
it,  it  gave  me  courage  and  the  nerve 
to  do  things  that  confronted  me.  I 
could  not  have  done  them  if  I  were 
cold  sober.  This  is  why  the  alcoholic 
drinks.  The  feeling  is  so  valuable  to 
him,  he  has  such  a  tremendous  need 
for  it,  he  will  gamble  with  everything 
in  life  to  get  it.  The  alcoholic  will 
throw  away  his  family,  his  respecta¬ 
bility,  everything,  so  long  as  he  gets 
that  feeling. 

The  Awakening 

There  was  an  experience  I  had  in 
one  of  the  hospitals  I  was  in  that  had 
a  great  bearing  on  waking  me  up  to 
a  few  facts.  At  the  time  it  happened 
I  was  quite  resentful  about  it.  I  had 
been  in  this  hospital  for  a  little  time 
and  one  day  talked  the  nurse  into 
letting  me  see  my  hospital  chart. 
Here  is  what  I  read  .  .  .  “Mr.  O.  is  a 
man  of  good  moral  character  but  he 
is  emotionally  immature”.  I  thought, 
why  that  dirty  so  and  so.  I  could 
have  spit  in  his  eye  when  I  read 
this.  I  had  my  clothes  in  the  locker 
so  I  put  them  on  and  went  out  and 
got  blind  drunk.  After  about  the 
sixth  time  of  getting  drunk  like  this 
I  sat  down  one  day  beside  my  hos¬ 
pital  bed  and  took  a  good  look  at  my¬ 
self.  I  took  a  look  at  the  way  I  had 
been  through  the  years,  the  way  that 
I  was  then.  And  all  I  could  conclude 
was,  that  what  I  was  then,  what  I 
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had  been  all  my  life  was  emotionally 
immature. 

Now,  I  think  most  alcoholics  will 
tell  you  they  sat  down  and  talked  to 
God.  To  me,  God  had  nothing  to  do 
with  this  nonsense  of  mine.  I  think 
it  was  six  or  seven  years  before  I 
went  near  a  church.  The  thing  that 
brought  me  to  my  senses  was  the 
phrase  on  my  fellowship  chart,  “I 
was  emotionally  immature”.  I  was 
furious  at  the  time  I  read  this  for  I 
thought  he  was  trying  to  tell  me  in 
some  way  that  I  was  stupid.  Some¬ 
thing  was  wrong  and  I  knew  it,  but 
I  didn’t  know  what  he  meant  by 
‘'Emotional  immaturity”. 

Today  I  realize  and  I  am  very 
grateful  to  that  doctor.  That  was 
the  first  time  in  my  life  that  I  had 
ever  had  it  brought  home  to  me  that 
there  was  something  more  wrong 
with  me  than  what  met  the  eye. 
There  was  more  wrong  with  me  than 
just  drinking  too  much. 

A  Hypothetical  Case 

What  is  emotional  immaturity? 
Let’s  you  and  I,  for  just  one  minute, 
set  up  an  alcoholic  here.  We’ll  create 
an  alcoholic.  Into  him  we  will  put  the 
qualities  that  by  common  concept, 
everybody  agrees  belong  to  the  alco¬ 
holic.  Now  these  are  qualities  that 
belong  to  everyone  in  this  world.  But 
in  the  alcoholic,  these  qualities  are 
prevalant  to  a  different  degree  than 
are  usually  found  in  other  people. 
But  more  important  than  that,  the 
alcoholic  is  the  leopard  who  has  to 
change  his  spots.  He  has  to  do  some¬ 
thing  about  these  qualities. 

What  qualities  would  you  put  into 
an  alcoholic?  Well,  I  think  you 
could  begin  by  putting  into  every 
alcoholic  a  lot  of  selfishness.  The 
very  life  of  the  alcoholic  will  show 
that  he  leads  a  life  of  selfishness.  Al¬ 
ways  thinking  about  himself,  caring 
for  nobody  else’s  welfare.  How  about 


the  times  the  alcoholic  leaves  his 
family  all  alone,  the  money  that  he 
spends  drinking  that  should  be  used 
for  other  purposes?  All  these  things 
will  indicate  an  intense  degree  of 
selfishness.  You  can  mark  it  down, 
every  alcoholic  is  an  intensely  selfish 
person. 

On  top  of  selfishness,  put  lots  of 
dishonest}^.  What  else?  Self  pity,  and 
find  me  an  alcoholic  here  who  isn’t 
full  of  self  pity.  All  of  us  are.  We’re 
highly  susceptible  to  self  pity. 

What  else?  Sensitivity?  Yes,  sensi¬ 
tivity  is  a  good  one.  Show  me  an  alco¬ 
holic  who  hasn’t  a  sensitive  and  deli¬ 
cate  soul,  who  isn’t  always  being 
hurt  by  one  thing  or  another. 

The  Greatest  Fault 

Another  one,  egotism.  Not  so  much 
used  as  a  personal  pronoun  .  .  .  I  .  .  . 
but  let’s  call  it  egocentricity.  Every¬ 
thing  that  happens  in  the  world,  take 
that  as  meaning,  as  value  and  import¬ 
ance,  depending  on  how  it  affects  me. 
He  sits  in  the  center  of  a  small  circle 
and  everything  takes  on  its  meaning, 
its  significance,  and  its  importance  de¬ 
pending  on  how  it  affects  me.  This  is 
egocentricity  in  the  alcoholic.  I  think 
the  greatest  fault  and  the  greatest 
failing  of  the  alcoholic  that  must  be 
changed  if  he  wants  to  do  anything 
about  his  problem  is  this,  the  alco¬ 
holic  is  insistent  on  his  own  will.  He 
will  get  that  will  unless  he  is  restrain¬ 
ed  as  you  are  here,  he  will  get  that 
will  no  matter  what  he  has  to  do. 
He  will  beg,  lie,  plead,  threaten, 
cheat,  anything  if  you  will  just  let 
him  have  his  own  way.  And  he  is 
just  as  cute  as  anyone  you  have  ever 
seen  in  getting  things  his  own  way. 

If  you  want  to  see  a  pretty  picture, 
watch  the  alcoholic  who  is  thwarted 
in  having  things  as  he  wishes  them. 
By  golly,  he’ll  show  you.  He’ll  show 
you  a  temper  tantrum,  he’ll  get 
drunk,  he’ll  throw  a  frying  pan,  any- 
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thing,  if  you  thwart  the  alcoholic  in 
having  that  insistence  on  his  own 
way.  Hence,  the  great  importance  of 
the  Twelve  Steps  in  AA  and  the  third 
step,  “Made  a  decision  to  turn  my 
mind  and  my  will  over  to  the  care  of 
a  Power  greater  than  myself. 

But  think  of  the  alcoholic  that  we 
are  creating  here.  Selfishness,  dis¬ 
honesty,  the  self  pity,  the  sensitivity, 
the  egocentricity,  and  this  last,  this 
insistence  on  one’s  will.  On  top  of 
these  qualities  add  a  few  more  like 
love  of  attention,  wanting  to  be 
noticed,  and  the  things  an  alcoholic 
will  do  to  get  noticed.  On  top  of  all 
this  put  the  almost  pathological  lying 
that  the  alcoholic  will  indulge  in. 
Anything,  in  the  way  of  a  lie.  On  top 
of  this  add  deceit,  then  treachery.  On 
top  of  this  add  procrastination,  big 
shotism,  and  many  minor  things. 
Now  you  create  a  human  being  and 
have  those  qualities  in  him,  have 
them  grow  over  a  period  of  twenty 
years  and  what  kind  of  guy  do  you 
have?  Well,  let  me  tell  you.  You 
have  an  emotional  scoundrel.  I  don’t 
care  what  kind  of  head  you  put  on 
him,  I  don’t  care  what  kind  of  mind 


he  might  have.  Intellectually  and 
mentally,  it  does  not  make  a  darn  bit 
of  difference  what  kind  of  head  you 
put  on  him  he  is  still  an  emotional 
scoundrel.  This  is  what  the  alcoholic 
has  to  change. 

In  AA  the  Twelve  Steps  mention 
drink  just  one  time,  because  A  A 
recognizes  that  the  problem  of  the 
alcoholic  isn’t  drinking.  His  troubles 
begin  when  he  takes  the  first  drink, 
but  this  problem  of  the  alcoholic  is 
a  personality  problem,  a  spiritual 
problem,  it  is  an  internal  problem 
and  is  always  an  inside  job.  And  the 
salvation  of  the  alcoholic,  the  hope 
of  the  alcoholic  lies  in  his  recognition 
that  what  is  wrong  with  him,  is 
wrong  inside. 

In  A  A  we  have  a  systematic  and 
sensible,  intelligent  approach  to 
change  human  beings.  The  force  of 
help  that  is  offered  comes  from 
others  just  like  yourself.  When  you 
recognize  this  and  when  you  have 
enough  guts  to  accept  the  help  that  is 
tendered  to  you,  your  problems  can 
then  be  corrected.  But  unless  there 
is  a  recognition  of  it,  you  and  I  are 
dead  pigeons. 
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A  guide  for  the  therapeutic  agency 


HOW  TO  HELP 

ttofoUc  4  family 
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TWENTY  million  or  more  people 
in  this  country  are  suffering  di¬ 
rectly  or  indirectly  from  the  effects 
of  alcoholism,  according  to  an  esti¬ 
mate  by  M.  Mann  (National  Council 
on  Alcoholism)  in  a  recent  report  of 
the  National  Health  Forum.  Of  these, 
some  5  million  are  alcoholics;  the  rest 
are  the  families  or  others  in  close 
personal  contact  with  them.  The  need 
to  help  these  people  is  obvious — not 
only  because  they  are  so  many  but 
also  because  good  mental  health  in 
the  alcoholic’s  family,  and  their 
understanding  of  alcoholism,  are  cru¬ 
cial  to  the  recovery  of  the  alcoholic 
himself. 

Very  often  it  is  a  member  of  the 
alcoholic’s  family  who  first  comes  to 
a  social  agency  for  help.  This  person 
becomes  the  instrument  through 
whom  the  social  worker  can  get  the 
alcoholic  himself  to  come  for  treat¬ 
ment.  It  is  a  difficult  but  essential 
job  to  educate  such  a  lay  person  on 
what  alcoholism  is,  what  the  alco¬ 
holic  needs,  and  how  to  bring  him  to 
recognize  his  problem.  Yet  only 
through  such  understanding  can  the 
family  member  do  his  part.  Once  the 
alcoholic  is  under  treatment,  the 
proper  education  and  guidance  of  his 
family  by  the  physician  or  clinic 
staff  often  affects  their  attitudes  to¬ 
wards  him  in  a  way  that  may  be  de¬ 
cisive  for  his  rate  of  progress  or  even 
for  his  chances  of  recovery.  The 


family  of  an  alcoholic  who  is  well  on 
the  way  to  recovery  also  needs  help 
in  adjusting  to  the  shift  in  family 
roles  made  necessary  by  his  gradual 
assumption  of  responsibility. 

What  should  the  alcoholic’s  family 
be  told?  A  pamphlet  written  express¬ 
ly  for  the  families  of  alcoholics  by 
E.  A.  Shepherd  (Florida  Alcoholic  Re¬ 
habilitation  Program)  illustrates  the 
kind  of  information  and  guidance 
that  the  family  needs  in  order  to  cope 
with  the  many  problems  evoked  by 
the  disease  itself  and  by  its  treat¬ 
ment.  The  family  should  have  a  clear 
concept  of  alcoholism  as  a  disease 
and  be  familiar  with  its  phases  to  the 
extent  that  they  can  recognize  symp¬ 
toms,  such  as  sneaking  drinks,  black¬ 
outs,  “benders,”  and  vague  fears,  as 
facets  of  the  disease,  rather  than 
think  of  them  as  individual  deviant 
behaviors.  They  need  to  understand 
that  alcoholism  is  not  “curable”  in 
the  ordinary  sense:  that  the  alcoholic 
will  never  be  able  to  drink  with  con¬ 
trol;  and  that  no  easy  pill  or  injection 
but  a  completely  revised  way  of  life 
is  necessary  for  his  rehabilitation. 
They  must  realize  that  rehabilitation 
is  not  possible  unless  the  alcoholic 
receives  competent  help,  stays  sober, 
comes  to  understand  why  he  needed 
to  get  drunk,  and  finally  finds  in  his 
new  way  of  life  satisfactions  greater 
than  those  he  formerly  derived  from 
drinking.  The  public  health  nurse, 
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social  worker  or  clergyman  who  con¬ 
veys  this  knowledge  is  contributing 
vitally  both  to  the  rehabilitation  of 
the  alcoholic  and  the  welfare  of  his 
family. 

Understanding  these  facts  may 
create  a  rather  depressing  view  of 
prospects  for  improvement;  but  a 
falsely  optimistic  view  of  the  situ¬ 
ation,  Shepherd  warns,  can  lead  to 
disillusionment  which  may  affect  the 
treatment  itself  adversely.  Realistic 
understanding  is  better  in  the  long 
run. 

Shepherd  cites  six  steps  pertinent 
to  the  behavior  and  attitudes  of  the 
family  which  the  therapeutic  agency 
should  attempt  to  elicit. 

First  is  recognition  and  acceptance 
by  the  family  of  the  fact  that  the  in¬ 
dividual  is  an  alcoholic.  As  long  as 
doubt  remains  in  their  minds,  treat¬ 
ment  will  be  seriously  hindered  and 
may  be  impossible. 

Second,  the  family  can  help  the 
alcoholic  accept  his  disease  by  mak¬ 
ing  literature  available;  by  suggest¬ 
ing  a  talk  with  an  informed  outsider 
(as  a  physician,  a  minister,  or  a  mem¬ 
ber  of  Alcoholics  Anonymous);  and 
by  avoiding  threats,  which  only  raise 
the  alcoholic’s  defense  mechanisms. 

Third,  the  “h  o  m  e”  treatment 
should  be  avoided.  This  usually  con¬ 
sists  of  lecturing,  begging  or  threat¬ 
ening  the  alcoholic  and  trying  to 
manage  his  life  by  keeping  liquor  out 
of  the  house  or  locking  it  up.  None 
of  this  will  work:  the  alcoholic  will 
not  listen  to  the  talk;  he  will  find 
liquor  elsewhere;  and  he  will  resent 
what  he  considers  to  be  interference. 

Fourth,  drinking  should  be  discus¬ 
sed  openly  and  it  should  be  made 
clear  to  the  alcoholic  that  his  be¬ 
havior,  though  arising  from  disease, 
is  not  acceptable  to  his  family  or 
friends. 

Fifth,  the  family  must  realize  that 
rehabilitation  is  a  long-term  project, 


and  be  patient.  It  will  usually  take 
the  alcoholic  some  time  even  to  bring 
himself  to  accept  his  condition  and 
seek  treatment. 

Sixth,  the  alcoholic  must  be  allow¬ 
ed  to  take  the  consequences  of  his 
drinking,  regardless  of  embarrass¬ 
ment  to  the  family. 

When  the  alcoholic  has  begun 
treatment,  Shepherd  advises  continu¬ 
ous  contact  between  the  family  and 
the  therapist  or  the  clinic  staff,  so 
that  they  will  understand  what  is 
going  on  and  receive  regular  guid¬ 
ance.  Now  the  family  should  be 
urged  to  allow  and  encourage  the 
alcoholic  to  take  responsibility.  For 
example,  when  decisions  are  to  be 
made  on  whether  to  drink  in  his 
presence,  or  what  to  tell  friends  and 
neighbors  about  his  disease  and  treat¬ 
ment,  he  is  the  one  to  make  them. 
Deciding  for  him,  overprotecting  him 
or  managing  his  life  will  seriously 
interfere  with  treatment. 

Providing  this  sort  of  information 
and  guidance  is  the  responsibility  of 
all  professional  workers.  Family  at¬ 
titudes  toward  the  problem  that  are 
based  on  valid  information  and  real 
understanding  may  be  the  decisive 
factor  in  promoting  the  recovery  of 
many  alcoholics. 


Program  Pointers 

(Continued  from  page  2) 

sound.  Some  sections  were  vague 
while  some  were  too  binding  and  far 
too  detailed  and  one  particular  bill 
was  far  too  ambitious  and  completely 
unrealistic. 

Representatives  of  the  National 
Institutes  of  Health  suggested  the 
North  American  Association  of  Alco¬ 
holism  Programs  poll  its  member¬ 
ship  for  opinions  regarding  the  con¬ 
tents  of  any  Federal  legislation  and 
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to  draft  recommendations  that  such 
legislation  should  include.  This  is  an 
attempt  to  come  to  a  meeting  of 
minds  on  the  part  of  state  alcoholism 
programs  and  the  U.  S.  Public  Health 
Service  and  its  National  Institute  of 
Health  that  an  acceptable  piece  of 
legislation  might  be  prepared  and 
presented  to  Congress  and  thereby 
forestall  the  passage  of  poorer,  less 
acceptable  legislation. 

As  a  consequence  the  legislative 
committee  of  the  North  American 
Association  of  Alcoholism  Programs 
is  currently  polling  the  membership 
for  opinions  and  suggestions  regard¬ 
ing  federal  legislation  in  the  field  of 
alcoholism. 

The  Federal  Government  realizes 
vast  sums  of  money  from  license 
fees  and  taxes  on  the  manufacture 
and  sale  of  beverage  alcohol.  Only 
minute  and  token  amounts  are  being 
used  for  education,  treatment  and 
research  in  the  area  of  alcoholism. 
It  seems  therefore  logical  to  feel 
that  the  Federal  Government  can  af¬ 
ford  to  increase  the  expenditure  and 
activity  in  the  field  of  alcoholism — 
treatment,  research  and  education. 
To  those  of  us  who  are  concerned 
with  the  sub-speciality  of  work  on 
alcoholism,  it  is  a  problem  of  suffi¬ 
cient  prevalence  to  warrant  and  justi¬ 
fy  categorical  action  similar  to  feder¬ 
al  programs  developed  for  other 
problems.  In  fact  one  of  the  basic 
goals  of  a  request  for  legislation 
would  be  to  have  the  presently  estab¬ 
lished  federal  health  and  welfare 
agencies  give  appropriate  attention 
and  consideration  to  alcoholism,  com¬ 
mensurate  with  the  size  and  com¬ 
plexity  of  the  problem.  It  appears  to 
us  to  be  worthy  of  the  energy  and 
time  of  services  traditionally  pre¬ 
occupied  with  other  mental  health 
problems. 

For  the  Director  to  express  his 
opinions  about  Federal  legislation  in- 
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volves  the  policy  of  the  State  of 
North  Carolina  and  its  program  of 
Federal-State  relationships. 

The  Director  has  therefore  request¬ 
ed  an  expression  from  the  N.  C,  Hos¬ 
pitals  Board  of  Control  which  will 
allow  him  to  speak  for  the  State  in 
regard  to  federal  legislation  on  alco¬ 
holism,  consistent  with  the  policies 
of  our  State  and  the  present  admini¬ 
stration. 


A  Psychiatrist’s  View 

(Continued  from  page  7) 

oblivion”  which  he  obviously  seeks. 

There  has  been  a  great  deal  said 
about  the  need  of  an  alcoholic  to  ac¬ 
cept  himself  first  as  an  alcoholic,  that 
is,  to  admit  this  fact.  In  my  belief,  this 
is  often  overdone.  The  very  use  of  the 
word  “alcoholic,”  has  taken  on  such 
meaning  recently  as  to  make  it  literal¬ 
ly  a  means  of  blocking  off  any  possi¬ 
bility  of  treatment  rather  than  en¬ 
couraging  it.  For  example,  many  peo¬ 
ple  who  “profess  themselves  alcohol¬ 
ics”  do  so  primarily  to  block  others, 
who  are  not  “alcoholics,”  from  help¬ 
ing  them.  In  this  way,  they  maintain 
their  feeling  of  wishing  help  and  yet 
at  the  same  time  not  being  able  to  get 
it  by  effectively  stopping  other  people 
from  helping  them.  When  an  alco¬ 
holic  says  to  me  “you  don’t  drink 
yourself  so  you  probably  don’t  really 
understand,”  he  is  effectively  thumb¬ 
ing  his  nose  at  me.  While  I  would  not 
object  to  his  doing  so,  I  would  cer¬ 
tainly  doubt  the  possibility  of  being 
able  to  help  him  if  he  continued  to 
do  so.  I  do  not  labor  this  point  to 
condemn  alcoholics,  but  only  to  point 
out  the  strength  of  the  need  for  alco¬ 
hol — a  drive  so  deep  and  so  strong 
that  it  can  actually,  and  frequently 
does,  replace  the  most  basic  needs. 
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The  Editor’s  Page 

(Continued  from  page  4) 


viewed  saw  alcoholism  as  a  medical 
rather  than  a  moral  problem.  Since 
opinion  polls  are  scientifically  con¬ 
structed  to  sample  a  cross  section  of 
public  opinion,  we  can  assume  that 
this  is  a  fairly  accurate  represen¬ 
tation  of  the  views  of  the  U.  S.  popu¬ 
lation.  This  evidence  that  the  moral 
stigma  against  the  alcoholic  is  lifting 
is  a  hopeful  sign.  Among  other 
things,  it  encourages  the  uncontrol¬ 
led  drinker  to  face  his  problem 
earlier  and  seek  out  one  of  the  many 
treatment  channels  open  to  him.  As 
evidence  that  this  may  already  be 
happening,  AA  members  tell  us  that 
the  average  age  of  their  new  mem¬ 
bers  has  been  trending  downward 
for  the  past  several  years. 

There  is  good  reason  to  believe 
that  the  day  will  come  when  public 
opinion  will  be  almost  unanimous 
in  its  acceptance  of  alcoholism  as  a 
bona  fide  medical  problem.  As  this 
trend  continues,  more  alcoholics  will 
be  able  to  come  freely  into  our  hos¬ 
pitals  and  treatment  centers  with  no 
more  feelings  of  guilt  or  shame  than 
a  patient  with  any  other  medical 
problem. 

Secondly,  there  is  a  growing  num¬ 
ber  of  treatment  approaches  and  fa¬ 
cilities  from  which  the  alcoholic  pa¬ 
tient  may  choose.  A  recent  survey 
showed  that  in  North  Carolina  alone 
there  are  30  separate  facilities  for  the 
treatment  of  alcoholics,  exclusive  of 
the  numerous  AA  groups.  Each  has 
its  own  recovery  program,  using  psy¬ 
chiatry,  spiritual  therapy,  medical 
treatment  for  acute  alcoholism,  and 
many  variations  of  these.  One  or  the 
other,  or  a  combination  of  these  treat¬ 
ment  channels  is  within  reach  of  al¬ 


most  anyone  who  needs  their  serv¬ 
ices.  There  are  in  addition  countless 
professional  people — ministers,  fami¬ 
ly  physicians  and  others — who  have 
the  proper  training  and  interest  to 
render  substantial  assistance.  No 
longer  does  the  alcoholic  patient  who 
sincerely  wishes  treatment  find  his 
way  blocked  on  every  hand.  The 
treatment  channels  are  opening.  This 
is  another  cause  for  optimism. 

Thirdly,  recovered  alcoholics  living 
and  working  in  our  midst  are  living 
proof  that  treatment  can  be  success¬ 
ful.  We  don’t  believe  any  recovery 
program  would  claim  100  per  cent 
success,  or  anything  approaching 
that  degree  of  perfection.  But  most 
of  the  currently  accepted  treatment 
techniques  are  producing  a  substan¬ 
tial  number  of  recoveries.  Alcoholics 
and  their  families  who  still  suffer 
should  be  encouraged  to  look  around 
them  and  be  heartened  at  the  sight  of 
others  who  have  thrown  off  their 
dependence  on  alcohol  and  returned 
to  a  happy,  productive  way  of  life. 

And  finally,  research  into  this  com¬ 
plex  disorder  is  beginning  to  point 
the  way  to  a  more  hopeful  future. 
Admittedly,  alcoholism  research  find¬ 
ings  are  still  meager  when  compared 
to  the  dimensions  of  the  problem. 
But  they  are  beginning  to  accumu¬ 
late.  Scientists  have  turned  up  some 
promising  leads,  some  of  which  will 
surely  result  in  more  effective  treat¬ 
ment.  For  example,  in  his  article  in 
this  issue,  Dr.  John  A.  Ewing  reports 
the  work  of  a  research  group  who 
have  experimented  with  different 
types  of  therapy  to  see  if  treatment 
can  be  tailored  to  fit  individual  per¬ 
sonality  types.  Dr.  Ewing  calls  this 
work  “a  major  breakthrough  in  the 
field  of  alcoholism  therapy.”  We 
recommend  that  you  read  Progress 
In  The  Treatment  Of  Alcoholism  for 
details. 

As  more  funds  are  channeled  into 
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research,  as  more  research  scientists 
become  interested  in  alcoholism,  we 
can  expect  other  important  and  pro¬ 
ductive  discoveries.  Treatment  tech¬ 
niques  and  treatment  results  will 
improve  accordingly. 

There  is  still  a  long  road  to  travel 
before  this  illness  will  be  treated  con¬ 
fidently  and  with  a  consistently  high 
degree  of  success.  But  there  are 
enough  bright  signs  to  enable  us  to 
look  to  the  future  with  cautious 
optimism.  So  let  us  not  despair. 

There  is  Hope  for  the  Alcoholic! 

— G.  H.  A. 


Psychological  First  Aid  Kit 

(Continued  from  page  15) 

each  day  with  this  prayer:  “May  I 
use  good  judgment  in  both  my  small 
and  my  large  acts.” 

A  sense  of  humor  is  obviously  in¬ 
valuable.  This  trait  is  found  in  those 
who  do  not  take  life — and  more  par¬ 
ticularly  themselves — too  seriously. 
A  sense  of  humor  is  the  balm,  the 
ever-ready  healing  lotion  to  be  car¬ 
ried  by  everyone  and  used  on  many 
occasions.  Look  for  the  funny  ele¬ 
ments  in  everyday  living,  enjoy  the 
humorous  actions  of  so-called  great 
people,  realizing  that  the  world  may 
respect  a  person  for  his  wisdom  but 
love  him  for  the  well-meaning,  fool¬ 
ish  things  he  does.  Do  not  be 
ashamed  of  making  a  fool  of  yourself 
occasionally;  by  so  doing  you  demon¬ 
strate  that  you  belong  to  a  large  and 
constantly  growing  fraternity,  the 
Human  Race.  So  make  the  best  of  it 
and  help  others  to  enjoy  life  by 
constantly  accenting  its  amusing  side. 

Optimism  is  always  a  justifiable 
virtue.  One  does  not  deny  unfortun¬ 
ate  facts  and  situations,  but  having 
seen  them  and  admitted  their  un¬ 


pleasant  presence,  one  should  choose 
to  see  the  good  aspects  and  meaning 
of  life.  Optimism  is  constructive;  it 
encourages  the  flagging  spirit  to  one 
more  effort,  and  yet  one  more,  until 
success  wipes  out  all  memory  of 
hardship.  Optimism  is  contagious, 
spreading  its  reviving  power  to  all  it 
touches;  it  is  truth  in  the  making. 
The  optimistic  person  is  a  joy  to 
others,  so  think  optimistically.  Be 
cheerful  and  encouraging.  Make 
yourself  try;  even  if  you  may  not 
attain  exactly  what  you  started  for, 
you  will  reach  a  destination  in  which 
you  will  find  satisfaction.  While  you 
are  proceeding  towards  this  goal, 
keep  yourself  occupied  and  hopeful. 
A  purpose  in  life  and  the  attainment 
of  some  degree  of  success,  aided  by 
optimism,  will  stimulate  you  to  fur¬ 
ther  effort  and  objectivity. 

Poise  and  calmness  do  much  to 
help  yourself  and  other  people.  They 
are  contagious  emotions  which  act 
like  oil  on  troubled  waters. 

Take  Chances 

An  adventurous  spirit  is  a  neces¬ 
sary  part  of  your  correct  mental 
equipment.  You  must  be  willing  to 
take  chances  with  your  own  life  if 
you  would  help  others  or  progress 
yourself.  Life  is  a  gamble;  there  is 
little  certainty  in  it,  but  one  can  be 
careful  not  to  play  with  stacked  cards. 
Let  “dare”  be  your  motto.  Live  with 
this  thought:  “I  dare  to  try  when 
something  worthwhile  may  be  ac¬ 
complished  for  others  or  for  myself. 
I  shall  live  fully  and  completely, 
knowing  that  life  can  be  a  glorious 
adventure — if  only  I  dare  intelligent¬ 
ly  and  in  keeping  with  my  ideals.” 

The  well-adjusted  person  is  a  prac¬ 
tical  idealist.  He  believes  in  and 
serves  others  without  thought  of  re¬ 
ward  or  recognition.  His  one  purpose 
is  unself -seeking  service  efficiently 
rendered. 
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ALCOHOLIC  TREATMENT  SERVICES 


ARE  PROVIDED  BY  THE  FOLLOWING 

MENTAL  HYGIENE  CLINICS 


Competent  Help  Is  Available  At  The  Local  Level 


For  an  appointment  the  prospective  patient  or  patient's  relative 
should  call  or  write  to  the  nearest  Clinic  stating  the  problem  for 
which  help  is  requested. 

Inability  to  pay  is  no  barrier  to  receiving  the  services  of  Mental 
Hygiene  Clinics.  Fees  are  usually  based  on  income,  number  of 
dependents,  and  ability  to  pay.  It  is  a  sign  of  good  judgment  for 
the  person  who  has  an  alcoholic  problem  to  seek  help.  All  Clinics 
cooperate  with  the  N.  C.  Alcoholic  Rehabilitation  Program  and 
local  agencies  and  persons  interested  in  helping  problem  drinkers. 


WRITE  OR  PHONE 


Mental  Hygiene  Clinic 

615  Wills  Forest  Rd. 

RALEIGH,  N.  C. 

Phone:  TE  4-6484 
Monday  through  Friday 

Mental  Hygiene  Clinic 
Room  415,  City  Hall 
ASHEVILLE,  N.  C. 

Phone:  3-8343 
Monday  through  Friday 

Alcoholism  Clinic  of  the 
Psychiatric  Out-Patient  Service 

N.  C.  Memorial  Hospital 
CHAPEL  HILL,  N.  C. 

Phone:  9031 

Mental  Hygiene  Clinic 

1618  Elizabeth  Avenue 
CHARLOTTE,  N.  C. 

Phone:  3-5441  &  3-5442 
Monday  through  Friday 


Forsyth  County  Program 
On  Alcoholism 

7th  &  Woodland  Streets 
WINSTON-SALEM,  N.  C. 

Phone:  3-2471,  Ext.  29 
Monday  through  Friday 

Graylyn  Hospital 

WINSTON-SALEM,  N.  C. 

Phone:  3-7391 

FRIDAY  ONLY.  This  is  purely  a 
Clinic  for  alcoholics  and  their 
families.  Out-Patient  mental 
hygiene  clinic  is  located  at  Bap¬ 
tist  Hospital,  Winston-Salem. 

Cumberland  County 
Guidance  Center 

1  1  5  Bow  Street 
FAYETTEVILLE,  N.  C. 

Phone:  2-8120 

This  clinic  is  also  serving  as  a 
temporary  information  center 
for  alcoholics  and  their  families. 


Toward  helping  patients  to  re-establish  satisfactory  social  relaiions  all  Clinics 
make  their  services  available  to  wives,  husbands,  or  other  close  relatives 
of  patients. 


ARP  EDUCATION  AND  INFORMATION  SERVICES 

INVENTORY — bimonthly  magazine  using  the  techniques  of  education  in 
presenting  facts  about  alcoholism  in  popular,  illustrated  style. 

Films — on  alcohol  facts  and  personality  health  for  distribution  among  groups 
interested  in  brief,  factual  motion  picture  studies.  Obtainable  from  State 
Health  Department. 

The  ARC  Brochure — illustrated  booklet  on  North  Carolina’s  program  for 
treating  alcoholism  as  an  emotional  sickness. 

The  New  Cornerstones — ARP  family  manual  giving  basic  facts  about  alco¬ 
holism  and  suggestions  for  coping  with  the  personality  sickness. 

The  Lonesome  Road — eight  sets  of  eight  15-minute  radio  narratives  drama¬ 
tizing  the  way  of  the  alcoholic,  for  use  on  local  stations. 

Anyone  You  Know? — radio  drama  of  the  steps  to  alcoholism,  to  voluntary 
treatment,  to  rehabilitation,  in  15-minute  records. 

ARP  Staff  Speakers — members  of  the  ARP’s  Raleigh  and  Butner  staffs  are 
available  for  speeches  before  civic  and  professional  groups. 

Library  Display — Primarily  for  local  public  libraries;  also  available  to  school 
librarians  and  principals.  All  requests  should  be  made  through  local  public 
library  to  N.  C.  State  Library,  Raleigh. 

Book  Loan  Service — kits  containing  reference  books  and  pamphlets  on 
alcoholism.  Available  to  teachers  from  the  N.  C.  Alcoholic  Rehabilitation 
Program,  Raleigh. 

Consultant  Service  for  establishment  of  local  programs. 

These  services  are  free  upon  request  of  citizens  residing  in  North  Carolina. 
For  free  materials  in  limited  quantity,  write 

N.  C.  Alcoholic  Rehabilitation  Program 
P.  O.  Box  9494 
Raleigh,  N.  C. 
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Coughing  And  Alcoholism 


The  Vicious  Circle  of  Addiction 


TREATMENT 


Do  Drinking  Customs  Influence  Alcoholism  Rates? 


REHABILITATION 


Rockingham  County  Committee  On  Alcoholism 


EDUCATION 


Who  Is  The  Alcoholic? 


PREVENTION 


Hitting  Bottom 
In  Memoriam 
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Book  Review 


N,  C.  ALCOHOLIC  REHABILITATION  CENTER 


The  N.  C.  Alcoholic  Rehabilitation  Center  is 
a  facility  for  the  treatment  of  male  and  female 
problem  drinkers  who  request  admission.  The 
clinic  is  located  at  Burner,  N.  C.,  and  is  operated 
by  the  North  Carolina  Alcoholic  Rehabilitation 
Program  under  the  N.  C.  Hospitals  Board  of 
Control.  Admission  to  the  Center  is  strictly 
voluntary.  The  cost  of  treatment  is  $75  for  28 
days’  stay. 

Burner  Treatment  Methods 

Treatment  at  the  Center  is  by  psychotherapy 
and  consists  of  group  discussions  led  by  the 
clinical  personnel,  educational  films,  individual 
consultations  with  the  doctors,  vocational  guid¬ 
ance,  recreation,  rest,  proper  food  and  prescribed 
medications.  Butner  is  staffed  by  the  Clinical 
Director,  four  other  physicians,  a  chaplain,  a 
psychologist,  a  social  worker,  a  recreation  di¬ 
rector,  an  occupational  therapist,  and  ten  at¬ 
tendants. 

The  Butner  Patients 

Patients  must  come  to  Butner  of  their  own 
free  will.  No  patients  are  accepted  by  court 
order.  The  patient  who  is  sincere  in  wanting 
help  and  comes  voluntarily  to  the  Center  stands 
a  much  better  chance  of  a  successful  rehabilita¬ 
tion  than  the  one  who  is  pressured. 

Entrance  Requirements 

1.  Admission  is  by  appointment  only  in  re¬ 
sponse  to  written  application  to  the  Medical 
Superintendent,  Butner,  N.  C.,  expressing  vol¬ 
untary  desire  for  treatment. 

2.  A  complete  social  history  compiled  by  a 
trained  social  worker  in  the  local  Public  Welfare 
Department  or  Family  Service  Agency,  and  a 
complete  medical  history,  compiled  by  the  pa¬ 
tient’s  family  physician  are  necessary. 


3.  A  fee  of  $75,  in  cash  or  certified  check, 
must  be  paid  upon  admission. 

4.  The  signing,  on  admission,  of  a  letter- 
statement,  which  requests  voluntary  admission. 

It  is  especially  important  that  patients  apply¬ 
ing  for  admission  to  the  NCARP  Treatment 
Center  have  a  thorough  medical  examination 
and  be  in  good  physical  condition  at  the  time 
of  their  admission.  There  are  no  facilities  pro¬ 
vided  at  the  Rehabilitation  Center  for  the  treat¬ 
ment  of  physical  illnesses.  Patients  are  expected 
to  enter  into  the  recreation  program  and  to  per¬ 
form  certain  daily  chores  assigned  to  them. 
Patients  with  serious  disabilities  which  would 
prevent  their  climbing  steps  are  advised  not  to 
seek  admission,  inasmuch  as  sleeping  quarters 
are  on  the  second  floor. 

Admitting  Hours 

8  A.M.  to  11  A.M.  Monday  through  Friday 

1  P.M.  to  3  P.M.  Monday  through  Friday 

Patients  must  be  sober  upon  admission,  and  in 
good  physical  condition.  No  visitors  are  allowed. 
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From  ’Round  The  World 


A  feature  designed  to  help  you  keep  posted 
on  developments  in  the  field  of  alcoholism. 


RALEIGH:  Norbert  L.  Kelly,  Ph.D.  has  been  appointed  Executive  Director  of  the 
NCARP,  succeeding  the  late  S.  Kinion  Proctor.  The  appointment  was  made 
by  the  N.  C.  Hospitals  Board  of  Control,  John  W.  Umstead,  Chairman.  Since 
1952,  Dr.  Kelly  has  served  with  distinction  as  Educational  Director  for  the 
Program.  His  elevation  to  its  top  executive  post  has  received  enthusiastic 
approval  from  friends  and  colleagues  throughout  North  Carolina. 

NEW  YORK:  Marty  Mann's  new  book,  "New  Primer  on  Alcoholism"  was  published 
in  September  by  Rinehart  and  Co.,  Inc.,  The  "New  Primer"  is  an  up-to-date 
version  of  Mrs.  Mann's  first  book,"  Primer  on  Alcoholism".  Mrs.  Mann  is 
Executive  Director  of  the  National  Council  on  Alcoholism. 

CALIFORNIA:  In  a  recent  survey  of  San  Francisco  physicians  conducted  by  the 
Community  Health  Service  Committee  of  the  Health  Council  of  the  United 
Fund,  of  the  801  doctors  who  replied,  46%  listed  alcoholism  as  the  condition 
which  presented  the  greatest  unmet  need  for  services.  Copies  of  the  report 
are  available  from  the  United  Community  Fund  of  San  Francisco,  2015 
Steiner  Street,  at  $1  a  copy. 

GEORGIA:  A  cli  nical  training  program  for  theological  students  and  ministers  is 
now  in  effect  at  the  Georgian  Clinic  in  Atlanta.  The  program,  under  the 
supervision  of  the  clinic  Chaplain,  provides  an  opportunity  for  supervised 
pastoral  work  with  alcoholic  patients. 

CHICAGO:  The  July  issue  of  the  American  Medical  Association  Journal  carries  an 
excellent  article  on  alcoholism,  entitled  "Robber  of  Five  Million  Brains" 
which  discusses  alcoholism  as  a  destroyer  of  manpower.  Written  by  Milton 
Golin,  this  article  is  one  of  a  series  entitled  "Medicine  At  Work".  In  this 
article  Mr.  Golin  quotes  such  authorities  on  alcoholism  as  the  Yale  School 
of  Alcohol  Studies,  the  NCA,  the  WHO,  AA,  and  the  Quarterly  Journal  of 
Alcohol  Studies. 

DURHAM,  N.  C.  An  Alcoholism  Education  Program  was  held  on  six  consecutive 
Wednesday  nights  at  the  Durham  YWCA  Building,  sponsored  by  the  Durham 
Council  on  Alcoholism  in  conjunction  with  the  NCARP.  The  Program  began  on 
September  17,  with  Dr.  Thomas  T.  Jones,  local  general  practitioner  and 
President  of  the  Council,  speaking  on  "One  Drink  Away  From  A  Drunk". 
The  last  meeting  of  the  session  was  held  on  October  22,  when  Dr.  Norbert 
Kelly,  Executive  Director  of  the  NCARP,  spoke  on  "Prevention  of  Alcoholism." 
The  meetings  were  open  to  all  interested  persons  and  were  intended  to  in¬ 
form  the  public  as  to  the  nature  of  alcoholism,  how  they  can  help  the  alcoholic, 
and  the  spiritual  and  psychological  aspects  of  rehabilitation. 
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S.  KINION  PROCTOR 


KINION  Proctor  would  have  been 
the  first  to  scoff  at  any  purple 
passages  eulogizing  him.  He  was  es¬ 
sentially  a  modest,  unassuming  man 
who  didn’t  want  a  lot  of  fuss  and 
feathers  kicked  up  around  him.  But 
we  cannot  fail  to  express  in  these 
pages  sincere  words  of  appreciation 
for  his  large  contribution  to  the  ad¬ 
vancement  of  alcoholism  education 
and  rehabilitation. 

When  Mr.  Proctor  was  called  in 
1950  to  be  its  first  Executive  Director, 
the  NCARP  existed  only  as  a  neatly 
typewritten  legal  sized  sheet,  marked 
House  Bill  No.  623.  All  he  had  to 
start  with  was  this  law,  passed  by 
the  Legislature  of  1949,  giving  the 
State  Hospitals  Board  of  Control 
authority  to  set  up  an  alcoholism  pro¬ 
gram.  It  was  his  task,  with  the  help 


of  the  Board  to  give  form  and  shape 
to  the  organization. 

He  began  by  “stumping”  the  state 
from  one  end  to  the  other,  talking 
with  people.  He  talked  with  almost 
anyone  who  would  listen — doctors, 
AA’s,  community  leaders,  profession¬ 
als  of  all  descriptions,  the  man  on 
the  street — exchanged  ideas  and  won 
grass  roots  support  for  the  Program. 
Kinion  Proctor  enjoyed  seeing  people 
and  talking  with  them  face-to-face. 
It  gave  him  a  chance  to  flavor  his 
firmly  held  convictions  about  alco¬ 
holism  with  some  of  the  Eastern 
Carolina  “folksiness”  he  absorbed  as 
a  son  of  that  region. 

The  happy  result  was  that  out  of 
these  persuasive  chats  grew  increas¬ 
ing  support  and  interest  for  the 
(Continued  on  page  30) 
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Likes  Article 


Priest  Praises  ARP 

Deaf  Sir: 

Will  you  please  put  my  name  on  the 
mailing  list  for  “Inventory”?  I  have 
studied  and  helped  alcoholics  for  the 
past  eight  years  and  am  delighted  to 
learn  of  the  progressive  measures  taken 
by  the  ARP  in  North  Carolina. 

Rev.  P.  W.  McConville,  O.M.I. 
Fayetteville,  N.  C. 


Help  To  Business 

We  feel  that  “Inventory”  will  be  of 
great  value  to  us  in  our  organization  and 
would  appreciate  very  much  your  placing 
the  names  of  our  personnel  representa¬ 
tives  on  your  mailing  list.  Thank  you 
very  much. 

J.  S.  Newbold,  Personnel  Director 

Carolina  Power  and  Light  Co. 

Raleigh,  N.  C. 


Al-Anon  Heard  From 

I  am  a  volunteer  worker  at  the  Al- 
Anon  Family  Council  office  in  New  York 
City  and  am  also  a  member  of  a  local 
Family  Group.  Your  journal  has  in  it  a 
wealth  of  information  of  the  type  we 
are  seeking  in  order  to  cope  with  our 
problems  concerning  alcoholics. 
Anonymous 
Brooklyn,  New  York 


Please  place  my  name  on  your  mailing 
list  for  the  magazine,  “Inventory”.  Also, 
I  would  like  to  know  if  the  material  in 
this  magazine  is  copyrighted.  I  recently 
ran  across  a  page  on  the  mature  person 
that  I  would  like  to  mimeograph  and 
use  in  our  work  here. 

Roger  J.  Westmoreland,  Chaplain 
Eastern  N.  C.  Tuberculosis 
Sanatorium 
Wilson,  N.  C. 


One  Of  The  Best 

I  have  been  reading  “Inventory”  and 
believe  it  one  of  the  best  publications  on 
the  subject  of  alcoholism  and  wish  to 
say  that  your  whole  program  is  very 
highly  thought  of  in  this  community. 
Lester  W.  Lewis 
Seattle,  Wash. 


Studying  Alcoholism 


Dear  Sir : 

Please  enter  my  name  in  the  mailing 
list  of  the  “Inventory”  magazine.  This 
fall  I  shall  become  a  medical  student 
at  UNC.  I  am  interested  in  psychology 
and  social  problems.  The  magazine  can 
help  me  to  become  better  acquainted 
with  the  problem  of  alcoholism. 

Miss  Helga  Muiznieks 
Chapel  Hill,  N.  C. 


Church  Group  Interested 

Our  Baptist  Training  Union  is  studying 
alcoholism  as  an  illness.  I  would  appreci¬ 
ate  your  sending  me  all  the  literature, 
pamphlets,  brochures,  etc.,  that  you  think 
might  be  helpful  to  us  in  this  study.  We 
are  particularly  interested  in  the 
church’s  role  in  dealing  with  the  prob¬ 
lem. 

Mrs.  Wilma  Hall 
Rutherfordton,  N.  C. 
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ARTICLES  AND  FEATURES  OF  INTEREST  ON  ALCOHOL  AND  ALCOHOLISM 


Round  and  round  the  alcoholic  goes  and  where  he’ll 
land  nobody  knows  —  but  there  are  a  few  conjectures. 

The  Vicious  Circle  Of  Alcoholism 

BY  VERNELLE  FOX,  M.D. 

Reprinted  from  GEORGIA  LOOKS  AT  ALCOHOLISM ,  published  by  the 
Georgia  Commission  on  Alcoholism,  Atlanta. 


ALCOHOLISM  is  the  third  major 
public  health  problem  in  the 
United  States  today.  It  is  an  extreme¬ 
ly  serious  illness,  involving  some 
6,000,000  people  in  the  United  States. 
It  is  estimated  that  65  per  cent  of 
the  adult  population  drink  and  that 
6  per  cent  of  that  population  are 
alcoholics.  Contrary  to  public  opin¬ 
ion,  only  15  per  cent  of  these  alco¬ 
holics  are  “skid  row  bums”.  The  re¬ 
maining  85  per  cent  are  “nice  people” 


— garden  variety  citizens — typically  a 
40-year-old  white  collar  worker  with 
a  wife  and  children,  member  of  a 
church,  having  a  useful  place  in  our 
society.  This  is  industry’s  “billion- 
dollar  headache”.  That’s  a  lot  of  peo¬ 
ple  with  a  rather  profound  and  com¬ 
plex  illness  that  is  very  poorly  under¬ 
stood  and  even  less  well  accepted. 

Some  of  you  may  remember  the 
difficulties  that  were  present  when 
we  began  to  accept  cancer  as  an  ill- 
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ness  rather  than  as  a  punishment 
for  our  sins.  The  same  thing  happen¬ 
ed  with  tuberculosis.  In  each  of  those 
illnesses  lay  committees  were  formed 
whose  specific  purpose  was  to  modify 
public  opinion,  to  promote  acceptance 
of  the  illness,  and  to  help  people 
know  that  they  could  help  them¬ 
selves  by  seeking  good  care.  It  took 
roughly  75  years  in  each  of  these 
illnesses  to  actually  modify  public 
opinion.  The  first  problem  is  to  get 
people  to  realize  that  we  are  talking 
about  the  illness  alcoholism — not 
alcohol.  All  people  have  ambivalent 
feelings  about  alcohol;  it  means  a 
great  many  things  to  a  great  many 
people.  We  usually  see  alcohol  as 
pleasurable  on  one  hand  and  threat¬ 
ening  and  immoral  on  the  other. 
These  feelings  frequently  color  our 
discussion  of  the  sick  alcoholic. 

You  read  that  psychiatry  sees  the 
alcoholic  as  an  individual  whose 
basic  illness  is  a  question  of  emotion¬ 
al  immaturity — failure  to  develop 
emotionally  to  a  mature  level;  and 
that  this  failure  of  development  re¬ 
sults  in  inability  to  profit  by  past 
mistakes,  such  as  the  feeling  of 
“Well,  next  time  I  can  drink  without 
getting  into  any  trouble”.  This  feel¬ 
ing  exists  even  though  the  facts  show 
that  each  time,  in  the  last  year  or 
two,  he  has  had  a  drink  he  wound  up 
in  trouble.  Then  you  read  what  this 
emotional  problem  amounts  to  in 


terms  of  religion.  The  minister  says 
that  all  of  us  have  our  limitations 
and  our  abilities  and  there  is  a  real 
struggle  to  balance  one  against  the 
other;  that  if  one  simply  ignores 
one’s  abilities  and  accepts  only  limita¬ 
tions,  it’s  to  become  a  creature  among 
creatures. 

On  the  other  hand,  if  one  cannot 
accept  limitations,  the  realistic  feet 
in  the  dust  that  all  human  beings 
have,  then  like  the  Prodigal  Son, 
he’s  quite  likely  to  take  off  into  a 
world  of  unrealistic  acting-out  and 
getting  into  difficulties.  Then  at  that 
point  if  one  is  exposed  to  alcohol  it 
is  quite  easy  to  find  out  that  alcohol 
produces  a  great  deal  of  emotional 
comfort.  It  is  a  mild  sedative,  it  is 
easily  available  and  it  does  not  have 
the  medical  complications  of  other 
sedatives — you  don’t  have  to  have  a 
prescription — just  the  money  to  go 
to  the  liquor  store.  As  an  individual 
grows  to  depend  on  alcohol  to  ease 
the  pains  of  emotional  life,  he  is  like¬ 
ly  to  develop  physical  addiction. 

This  is  where  medicine  comes  into 
the  picture.  Physical  addiction  to 
alcohol  or  to  any  sedative  is  a  clear- 
cut  medical  syndrome,  with  with¬ 
drawal  symptoms.  It  is  easy  enough 
to  say,  “Well,  just  don’t  take  another 
drink,  it  is  not  good  for  you.”  Every 
alcoholic  knows  it  is  not  good  for 
him,  but  when  he  is  having  with¬ 
drawal  symptoms  it  just  does  not 
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come  that  easily.  Withdrawal  modifi¬ 
es  not  only  physical  functioning,  but 
mental  attitude,  with  loss  of  good 
judgment.  The  development  of  addic¬ 
tion  to  alcohol  is  a  long  and  drawn- 
out  process.  One  of  the  major  prob¬ 
lems  in  talking  about  alcoholism  is 
getting  straight  the  time  element. 
Full  blown  addiction  occurs  after  an 
average  of  ten  years  of  dependent 
drinking.  Dr.  Jellinek  has  studied 
this  whole  problem  extensively.  In 
explaining  the  development  of  the 
process  of  alcoholism,  he  drew  what 
came  to  be  known  as  the  Jellinek 
doodle  which  I  will  borrow  and  modi¬ 
fy  a  little.  (See  drawing  page  6.) 

The  line  is  intoxication  or  drunken¬ 
ness — on  the  bottom  you  are  drunk, 
on  the  top  you  are  sober.  The  aver¬ 
age  person  will  drink,  will  approach 
intoxication  and  will  usually,  sooner 
or  later,  become  intoxicated.  That 
within  itself  is  no  world-shaking 
event.  He  may  say  a  couple  of  things 
he  wishes  he  had  not;  and  his  wife 
may  get  a  little  provoked  with  him, 
but  still  it  is  not  world-shaking.  He 
will  usually  say,  “I  am  not  going  to 
do  that  anymore,”  and  the  next  few 
times  he  drinks  he  doesn’t.  Sooner  or 
later  most  of  us  will  have  a  little  too 
much  occasionally.  That  is  the  so- 
called  normal  drinking  pattern.  It 
does  not  change  much  except  that  as 
most  of  us  get  a  little  older,  we  may 
quit  doing  it  because  we  are  too  old 
to  bother  with  a  hangover. 

Same  Mechanism 

The  alcoholics  start  with  the  same 
mechanism.  They  will  be  exposed  to 
alcohol  and  will  manage  sooner  or 
later  to  get  intoxicated  with  the  usual 
sort  of  feelings  of  “maybe  I  made  a 
fool  of  myself  last  night  and  I  cer¬ 
tainly  should  not  do  that  again”;  or, 
“next  time  I  won’t  drink  so  much”. 
They  will  occasionally  manage  to 
drink  without  getting  drunk,  but 
over  a  period  of  time  they  find  that 


they  are  more  and  more  frequently 
becoming  intoxicated  each  time  they 
drink  and  more  and  more  frequently 
having  blackouts.  At  about  this  point, 
most  alcoholics  recognize  that  there 
is  something  pathological  about  their 
drinking  and  further  emotional  con¬ 
flicts  begin. 

Symbol  of  Manhood? 

Many  people  feel  that  being  able  to 
“hold  your  whiskey”  is  about  like 
being  able  to  shoot  Indians,  or  any 
other  symbol  of  manhood.  We  have 
more  stigma  attached  and  deeper 
mixed  feelings  about  alcohol  than  any 
subject,  except  perhaps  sex.  So,  even 
though  an  individual  may  well  recog¬ 
nize  that  there  is  something  wrong 
and  may  honestly  want  to  get  some 
help,  this  stigma  and  lack  of  accept¬ 
ance  may  stop  him.  If  he  says  any¬ 
thing  about  it  someone  may  reply, 
“Well,  buck  up  and  drink  like  a 
man.”  This  just  builds  up  his  feeling 
of  isolation  and  of  being  “peculiar”. 
He  feels  he  can’t  talk  about  it,  or 
look  for  help,  that  he  won’t  be  accept¬ 
ed  or  understood  anywhere  he  goes. 
Gradually,  his  discomfort  increases 
and  the  need  for  alcohol  increases 
and  as  time  goes  along  he  finds  he 
is  more  and  more  frequently  be¬ 
coming  intoxicated.  Then  there  will 
be  that  rare  time  when  he  drinks 
without  getting  drunk  and  he  is  en¬ 
couraged.  “See,”  he  will  say,  “I  am 
normal,  after  all.  I  can  drink  like 
everybody  else,”  just  as  if  being  able 
to  drink  necessarily  made  him  nor¬ 
mal. 

Gradually  the  process  gets  worse 
and  worse  in  an  average  of  ten  years 
until  a  point  is  reached  that  Dr. 
Jellinek  calls  “drinking  because  of 
your  drinking”.  The  remorse,  the 
feeling  of  isolation,  the  feeling  of  fail¬ 
ure  from  a  drinking  bout  is  so  great 
that  the  alcoholic  hardly  gets  over  it 
until  he  is  so  uncomfortable  he  has  to 
go  back  to  drinking  again.  He  has 
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developed  a  way  of  life  around  addic¬ 
tion  to  alcohol.  Addiction  may  mani¬ 
fest  itself  in  one  of  two  ways: 

1.  Loss  of  control — that  is  the  spree 
drinker — each  time  he  takes  one 
drink  he  will  continue  until  he  is 
drunk  and  will  drink  all  he  can  get 
with  no  control  whatsoever.  As  a 
rule  he  will  stop  only  when  his 
stomach  will  not  take  another  drink 
or  his  source  of  supply  is  cut  off. 

2.  Inability  to  stop — the  plateau 
drinker — he  does  not  get  real  drunk, 
but  he  does  not  get  sober  either — he 
simply  cannot  stop  drinking. 

In  either  case,  everything  becomes 
crowded  out  of  the  individual’s  mind 
and  life  except  how  to  get  the  next 
drink.  This  becomes  complete  physi¬ 
cal  dependence  on  alcohol  and  leads 
to  death  or  insanity,  unless  the  drink¬ 
ing  cycle  is  broken. 

If  the  drinking  cycle  is  broken 
the  individual  can  do  just  fine,  but 
he  cannot  take  a  drink  without  get¬ 
ting  in  difficulty.  At  this  point,  you 
and  I  and  everybody  in  town  recog¬ 
nizes  that  the  individual  is  an  alco¬ 
holic  and  that  if  he  is  to  get  well, 
he  must  completely  abstain.  There  is 
nothing  that  will  enable  an  indi¬ 
vidual,  regardless  of  how  emotionally 
secure  he  becomes,  to  return  to  so- 
called  social  drinking,  but  if  the  in¬ 
dividual  can  become  comfortable 
enough  sober  he  really  does  not  need 
to  drink. 


Throughout  time,  we  have  attempt¬ 
ed  in  society  to  get  folks  to  quit 
drinking  by  making  drinking  more 
uncomfortable.  If  you  stop  to  think 
about  this  thing  called  motivation, 
most  of  us  move  or  do  anything  in 
the  hope  of  becoming  more  comfort¬ 
able.  If  you  are  sitting  there  with 
your  left  leg  crossed  over  your  right 
one  you  are  not  likely  to  move  it 
unless  it  gets  uncomfortable.  Why 
should  you?  If  an  individual  is  un¬ 
comfortable  sober  and  knows  that 
alcohol  will  make  him  comfortable, 
naturally  his  motivation  is  to  take  a 
drink.  That  goes  on  within  many 
people  every  afternoon  about  five 
o’clock,  the  cocktail  hour,  but  it  is  not 
a  very  big  push  and  it  does  not  last 
very  long.  Society  has  tried  by  law, 
by  moral  judgment,  by  punishment, 
etc.,  to  make  drinking  more  uncom¬ 
fortable.  Nature  contributes  with  pro¬ 
found  illnesses  and  with  difficult 
inter-personal  relations.  The  more 
uncomfortable  drinking  becomes,  the 
more  the  push  is  back  toward  stay¬ 
ing  sober.  This  to  some  degree  works, 
but  there  is  a  more  humane,  and  I 
think  probably  a  more  successful 
way  to  tackle  it;  that  is  to  lessen  the 
discomfort  of  sobriety.  If  sobriety  is 
an  achievement,  if  sobriety  is  a  pleas¬ 
ant  and  profitable  thing,  then  there 
is  not  so  much  push  towards  drink¬ 
ing.  These  are  modern  treatment 
aims. 


A  HAPPY  MAN  - 

IF  you  observe  a  really  happy  man  you  will  find  him  building  a  boat, 
writing  a  symphony,  educating  his  son,  growing  double  dahlias,  or 
looking  for  dinosaur  eggs  in  the  Gobi  desert.  He  will  not  be  searching  for 
happiness  as  if  it  were  a  collar  button  that  had  rolled  under  the  radia¬ 
tor,  striving  for  it  as  the  goal  itself.  He  will  become  aware  that  he  is 
happy  in  the  course  of  living  life  twenty-four  crowded  hours  each  day. 

W.  Bertram  Wolfe 
in  THOUGHT  STARTERS 
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DOES  CULTURE 
•  INFLUENCE 
ALCOHOLISM  RATES? 


The  big  question  is:  “Why 
do  the  martini  drinkers  of 
Upperville  produce  more 
alcoholics  per  capita  than 
the  freely  imbibing  natives 
of  Sohappiland? 
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IF  you  asked  a  half-dozen  people 
what  causes  alcoholism  you  would 
probably  get  that  many  different 
answers.  “Alcohol  causes  alcoholism,” 
might  be  the  response  of  an  ardent 
teetotaler.  A  biochemist  would  pos¬ 
sibly  speak  of  physiological  disturb¬ 
ances.  A  psychiatrist  would  likely 
see  the  problem  in  terms  of  person¬ 
ality  influences. 

While  some  of  your  answers  would 
be  clearly  erroneous,  others  would 
contain  an  element  of  truth.  But  none 
would  convey  the  whole  truth.  Causes 
of  alcoholism  are  so  intertwined  that 
it  is  so  far  impossible  to  isolate  a 
single  cause  to  explain  so  complex 
an  illness. 

Personality  and  physiology  have 
come  in  for  a  large  share  of  attention 
in  scientists’  search  for  causes  of 
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alcoholism.  Now  a  new  area  is  being 
searched.  Scientists  are  examining 
the  influences  of  culture,  society  and 
group  to  see  what  part  they  may 
have  in  producing  alcoholics.  In  the 
lingo  of  the  scientist,  these  are  socio¬ 
cultural  influences.  Let  us  think  of 
them  more  simply  as  the  attitudes, 
rules  of  behavior,  pressures  to  con¬ 
form  which  have  been  created  by 
other  men  and  passed  on  to  us  as 
part  of  our  heritage.  From  birth  to 
death  there  is  constant  pressure  on 
members  of  societies  and  groups  to 
follow  prescribed  ways  of  behaving. 
Every  society,  no  matter  how  simply 
organized,  has  its  own  system  of  un¬ 
written  rules.  And  included  among 
the  rules  are  do’s  and  don’t’s  govern¬ 
ing  drinking  behavior  and  attitudes 
toward  drinking. 

Attitudes  Differ 

Social  scientists  have  long  since 
discovered  that  attitudes  toward 
drinking  and  even  the  ways  in  which 
alcohol  is  used  may  differ  vastly 
from  one  society  or  group  to  another. 
The  Lower  Sohappilanders,  for  ex¬ 
ample,  may  hold  regular  feast  days 
when  getting  drunk  and  passing  out 
is  accepted  and  even  expected  be¬ 
havior.  For  the  Exurbanites  of  Mid¬ 
dle  Upperville,  on  the  other  hand, 
anything  more  than  two  very  dry 
martinis  in  public  is  regarded  as  high¬ 
ly  irregular.  But  the  Sohappilanders 
may  produce  few  if  any  alcoholics, 
while  alcoholism  may  take  a  high  toll 
among  the  Exurbanites!  Therein  lies 
another  interesting  observation, 
namely,  that  alcoholism  rates  vary 
from  society  to  society  and  from 
group  to  group. 

What  accounts  for  the  variance  in 
alcoholism  rates?  Scientists  are  prob¬ 
ing  for  the  answer.  It  is  just  possible 
that  if  they  could  find  out  why  the 
drinkers  of  Upperville  produce  more 
alcoholics  per  capita  than  the  So¬ 
happilanders,  they  might  discover  at 


the  same  time  some  new  causes  of 
alcoholism.  Investigators  have  been 
following  this  track  by  comparing  in¬ 
formation  on  drinking  customs  and 
attitudes  held  in  many  different  so¬ 
cieties  and  groups.  Through  this  pro¬ 
cess  they  hope  to  isolate  practices  or 
attitudes  which  seem  invariably  re¬ 
lated  to  either  high  or  low  alcoholism 
rate. 

Here  is  the  process  in  a  nutshell. 
Let’s  say  the  scientist  is  comparing 
a  high  alcoholism  group  with  a  low 
alcoholism  group.  He  finds  that  the 
only  thing  different  about  the  drink¬ 
ing  customs  of  the  two  groups  is  that 
in  the  group  with  few  alcoholics  the 
men  drink  only  in  the  presence  of 
their  wives.  If  on  further  study,  he 
found  that  several  more  low  alco¬ 
holism  groups  observed  this  same 
practice,  he  might  cautiously  deduce 
that  having  wives  present  is  a  factor 
in  low  alcoholism  rates.  The  more 
instances  he  found  to  confirm  this, 
the  stronger  his  case  would  be.  But 
just  one  exception — a  high  alcoholism 
group  where  wives  are  present  dur¬ 
ing  drinking — and  his  beautiful 
theory  would  be  spoiled  and  he 
would  start  to  work  on  another. 

Search  For  Answer 

When  this  type  of  research  was  be¬ 
gun  it  was  hoped  that  some  answers 
to  the  riddle  of  differing  alcoholism 
rates  could  be  found  in  the  relatively 
simple  manner  described.  Some  in¬ 
vestigators,  for  example,  tried  to  link 
frequency  of  drinking  with  the  alco¬ 
holism  rate.  If  it  could  be  found  that 
groups  using  alcoholic  beverages 
more  frequently  than  others  also 
have  a  higher  alcoholism  rate,  then 
a  cause  of  alcoholism  would  have 
been  established.  But  no  such  simple 
relationship  could  be  found.  Exten¬ 
sive  studies  have  shown  that  Ameri¬ 
can  Jews,  particularly  the  Orthodox, 
and  Italian-Americans  are  among 
those  who  show  extremely  low  rates 
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of  alcoholism,  at  the  same  time  im¬ 
bibing  frequently.  Thus  another 
theory  was  scrapped.  In  a  similar 
way  other  suspected  causes  of  alco¬ 
holism  such  as  frequency  of  drunken¬ 
ness  and  alcoholic  content  of  the 
principal  beverage  have  been  dis¬ 
proved. 

After  finding  no  one-to-one  relation¬ 
ships  between  drinking  customs  and 
alcoholism,  scientists  turned  to  the 
more  complicated  study  of  culturally 
produced  attitudes  toward  drinking. 
They  started  to  ask  themselves  if 
certain  clusters  of  attitudes  toward 
drinking  exist  more  frequently  in 
groups  with  high  alcoholism  rates 
than  among  those  with  low  rates. 
Here,  they  are  getting  some  interest¬ 
ing  answers. 

The  best  answer  that  can  be  ad¬ 
vanced  at  this  stage  is  this:  “In  any 
group  or  society  in  which  drinking 
customs,  meanings  attached  to  drink¬ 
ing,  and  penalties  for  violations — 
together  with  the  attitudes  of  all 
segments  of  the  society  or  group — are 
well  established,  known  and  agreed 
upon  by  all,  and  are  consistent  with 
the  rest  of  the  culture,  the  rate  of 
alcoholism  will  be  low.”  In  other 
words,  when  drinking  customs  are 
understood,  controlled  and  supported 
by  everyone  in  the  group,  alcoholism 
is  not  a  sizeable  problem. 

Religious  Meaning 

The  perfect  example  of  this  situ¬ 
ation  can  be  found  among  Orthodox 
Jews.  Members  of  this  group  start 
using  alcohol  in  childhood,  usually 
in  certain  religious  rituals.  They 
drink  frequently,  but  show  little  or 
no  drunkenness  and  an  extremely 
low  alcoholism  rate.  Having  been 
introduced  to  alcohol  at  an  early  age 
and  seeing  it  used  in  religious  rituals 
and  within  the  bosom  of  the  family, 
the  Jewish  child  sees  nothing  wrong 
or  unusual  about  using  alcoholic 
beverages. 


Similar  conditions  of  consistency  in 
attitudes  toward  alcohol  can  be  found 
among  Italian-Americans  and  in  the 
Chinese  society.  Both  these  groups, 
though  imbibing  frequently,  con¬ 
tribute  a  relatively  small  percentage 
of  alcoholics. 

Now,  let’s  look  at  a  group  which 
contributes  a  larger  than  average 
share  to  the  total  alcoholic  popula¬ 
tion.  An  example  is  what  Selden 
Bacon  has  described  as  the  “United 
States  American  of  the  Northeast 
quarter  of  the  nation — Protestant, 
middle-class,  urban,  white,  from 
Anglo  Saxon  background  of  three  or 
more  generations  in  this  country.” 
The  contrast  between  the  drinking 
customs  and  attitudes  of  this  group 
and  those  of  the  Jewish  group  is 
clearcut. 

Varied  Answers 

Ask  members  of  this  group  what 
they  think  about  drinking  and  you 
are  apt  to  get  rather  vague  and  de¬ 
fensive  answers.  “It  loosens  people 
up  and  helps  get  them  talking  to  each 
other,”  might  be  one  response.  An¬ 
other  might  say,  “With  a  few  drinks, 
our  crowd  can  enjoy  a  smutty  story 
without  getting  embarrassed.”  Every¬ 
body  would  have  his  own  idea  about 
the  function  that  drinking  serves. 
Drinking  rules  and  procedures  show 
wide  variability,  too,  depending  upon 
whether  the  individual  is  drinking 
with  his  family,  business  associates, 
whether  he  is  out  of  town  or  observ¬ 
ing  a  holiday. 

And  who  has  the  final  word  about 
what  is  right  regarding  drinking? 
Parents?  Associates?  The  ministers? 
The  family  physician?  In  reality, 
each  may  be  teaching  something  dif¬ 
ferent  about  drinking,  and,  in  some 
cases,  practicing  still  another  stand¬ 
ard — to  the  utter  confusion  of  the 
neophyte.  The  custom  of  drinking  has 
no  connection  with  either  family  or 
(Continued  on  page  31) 
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Before  the  alcoholic  is 
ready  to  surrender,  he  must 
“ hit  bottom.”  What  does  this 
mean  and  how  can  the  alcoholic's 
low  point  be  raised ? 


HITTING  Bottom  is  a  term  often 
used  by  Alcoholics  Anonymous 
which  means  that  an  alcoholic  has 
sunk  just  about  as  low  as  he  can  get 
before  he  surrenders  himself  to  the 
A  A  program.  To  “hit  bottom”  means 
that  the  alcoholic  can  no  longer  stand 
his  way  of  life;  he  is  confused,  frus¬ 
trated  and  desperate.  Some  AA’s  say 
that  when  a  man  hits  bottom,  “he 
doesn’t  know  what  to  do,  where  to 
go,  or  how  to  do  it.”  He  faces  a  blank 
wall.  His  alibi  system  has  collapsed; 
he  has  lost  many  or  all  things  dear 
to  him  and  he  can  see  nothing  for 
him  but  death  or  insanity.  The  only 
thing  left  to  do  is  to  say,  “I  give  up”, 
and  with  those  words,  the  alcoholic 
hits  bottom. 

Not  every  alcoholic  hits  the  same 
bottom  before  joining  A  A  or  going 
into  therapy.  The  term  really  ought 
to  say,  “to  hit  a  personal  bottom”, 
because  what  is  the  bottom  of  the 
ladder  to  some  alcoholics  may  be  only 
the  beginning  or  middle  of  the  ladder 
to  others.  Bottom  point  for  a  lawyer, 
for  instance,  who  becomes  an  alco¬ 
holic  will  be  different  from  that  of 
a  man  who  has  lived  most  of  his 
years  on  Skid  Row.  A  housewife’s 
low  point  will  differ  from  the  so¬ 
phisticated  career  woman’s.  A  truck 
driver’s  will  not  be  the  same  as  a 
college  man’s.  Yet  there  is  a  common 
denominator  for  all  groups  of  alco¬ 
holics,  a  “leveler”,  it  is  called  and 


HITTING 


that  is  alcohol  and  a  compulsion  to 
drink  it.  No  matter  what  social,  eco¬ 
nomic  or  cultural  class  alcoholics 
come  from  they  all  share  a  common 
problem  of  excessive  and  progressive 
drinking. 

To  show  how  one  person’s  experi¬ 
ence  of  hitting  bottom  may  differ 
from  another’s,  take  the  case  of 
Jake  C. 

Jake  is  a  highly  successful  young 
insurance  man  who  lives  with  his 
wife  and  three  children  in  one  of  the 
nicer  suburbs  of  town.  Jake  gradu¬ 
ated  from  the  State  University  eight 
years  ago  and  since  that  time  has 
enjoyed  a  profitable  profession,  a 
nice  social  life  and  has  been  able  to 
purchase  a  house  a  little  more  ex¬ 
pensive  than  he  can  afford,  two  cars, 
a  full-time  maid  for  his  wife  and 
membership  to  the  country  club.  He 
joined  four  civic  groups  for  business 
reasons  rather  than  pleasure  and 
when  he’s  not  attending  meetings, 
he  spends  time  on  the  golf  course  or 
at  the  club  with  his  clients.  He  sees 
very  little  of  his  family  as  the  child¬ 
ren  as  usually  asleep  by  the  time  he 
leaves  the  office  at  night  and  when 
he  finally  arrives  home,  he  is  too 
tired  to  carry  on  much  conversation 
with  his  wife. 

Jake  began  drinking  a  little  bit 
more  than  usual  when  he  realized 
how  hard  he  must  fight  for  a  living. 
The  competition  in  town  was  stiff 
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BY  CLAIRE  CHENEY 


and  being  new  at  the  insurance  busi¬ 
ness  meant  he  had  to  really  work 
hard  to  sell  clients  in  the  upper  in¬ 
come  bracket.  Jake  was  ambitious 
and  he  wanted  his  wife,  his  home, 
and  all  his  material  possessions  to 
be  first  quality.  If  he  had  to  work 
himself  to  death  to  get  what  he  want¬ 
ed  that  was  all  right  so  long  as  he 
was  admired,  respected  and  even  en¬ 
vied  a  little  by  his  friends. 

A  drink  would  help  Jake  out  before 
an  important  meeting  with  a  client. 
It  relaxed  him,  made  him  feel  more 
confident  and  sure  of  himself.  But 
soon  a  drink  meant  more  to  Jake 
than  just  relaxation.  It  became  a 
necessary  booster  for  his  feelings  of 
inferiority  and  self-doubt.  If  he  sold 
a  good  policy,  he’d  stop  in  at  the 
neighborhood  bar  for  a  few  to  cele¬ 
brate.  If  he  lost  a  client,  he’d  drink 
for  consolation.  Either  way,  Jake 
found  an  excuse  for  drinking  and 
what  was  once  only  a  desire  for  a 
drink  turned  into  a  real  need. 

Jake  sometimes  appeared  at  the 
office  tight  or  in  hangover  and  was 
sharply  reprimanded  by  his  su¬ 
periors.  Jake,  though,  ignored  their 
warnings,  thinking  that  he  could  quit 
any  time  he  wanted  to.  One  day  the 
director  of  the  company  called  Jake 
into  his  office  and  asked  him  to 
resign.  He  had  received  complaints 
about  his  drinking  and  although  his 
record  was  good,  the  company  could 
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not  afford  to  keep  Jake  on  any  longer. 

To  Jake,  this  was  bottom.  The  ad¬ 
miration  and  respect  of  his  fellow 
man,  to  be  ‘Top  dog”,  was  his  main 
goal  in  life.  When  he  was  fired  he 
saw  his  prestige,  club  memberships, 
social  life  and  material  possessions 
go  down  the  drain.  He  then  realized 
that  he  had  to  do  something  about 
his  drinking. 

Jake  went  into  therapy,  learned  to 
modify  his  ambitions  and  spent  more 
time  relaxing  with  his  family  and  as 
the  tension  and  pressure  eased  up, 
gained  a  new  perspective  of  himself. 
He  got  another,  less  demanding  job, 
joined  AA,  sold  his  expensive  house 
for  one  he  could  more  easily  afford 
and  to  date  hasn’t  had  a  drink  in  over 
two  years.  It’s  true  that  his  income 
has  dropped  but  he  no  longer  feels 
the  need  to  push  himself  to  the 
breaking  point  and  he,  his  wife  and 
children  are  all  happier  in  their  new 
way  of  life. 

Why  Jake  Recovered 

Jake’s  bottom  point  came  when  his 
prestige-building  job  was  threatened. 
At  that  time,  loss  of  family  would  not 
have  been  so  important  to  him  as  the 
loss  of  his  job.  His  job  and  making 
money  were  the  focal  points  in  his 
life  and  beating  everyone  out  by  turn¬ 
ing  in  more  business  than  his  col¬ 
leagues  gave  him  a  satisfaction  that 
could  not  be  duplicated,  except  in  the 
bottle. 

When  Jake  saw  that  through  the 
loss  of  his  job  he  would  lose  the  envy 
and  respect  of  others  that  he  enjoyed 
so  much,  his  cars,  his  fancy  home, 
his  parties,  the  bottle  became  second¬ 
ary  and  he  knew  he  must  give  it  up. 
But  giving  up  the  bottle  was  not  the 
only  answer  to  Jake’s  problems.  In 
therapy  he  learned  why  he  drank 
too  much  and  through  an  understand¬ 
ing  of  his  basic  personality  was  able 
to  modify  the  terrific  drive  he  felt 
in  his  work  and  social  life.  By  joining 


AA  he  found  others  who  had  similar 
experiences  and  with  the  support  he 
found  in  them,  no  longer  felt  a  need 
for  liquor. 

For  others,  though,  the  bottom 
point  is  much  further  down  the  scale. 

A1  F.  is  a  semi-skilled  worker  in  a 
local  machine  shop.  He  married  his 
childhood  sweatheart,  Jane,  and  they 
have  six  children. .  A1  supports  his 
entire  family  on  his  small  salary, 
saving  enough  out  of  his  paycheck 
each  week  to  stop  for  a  quick  one  on 
the  way  home  from  work.  When  A1 
failed  to  show  up  for  dinner  several 
nights  in  a  row,  his  wife  began  to 
worry  and  questioned  him  about  it. 
A1  became  very  angry  and  told  her 
to  mind  her  own  business.  Soon  A1 
was  skipping  dinners  entirely  and 
often  didn’t  show  up  at  home  at  all. 
Since  by  that  time  most  of  his  check 
was  going  for  whiskey,  Jane  was 
forced  to  go  to  work,  a  fact  she  re¬ 
sented  and  blamed  A1  for. 

Began  A  Binge 

After  a  violent  argument  one  night 
when  Jane  threatened  to  call  the 
welfare  if  A1  didn’t  start  supporting 
his  family  again,  A1  packed  his  bags 
and  moved  to  a  cheap  hotel,  where 
he  got  in  a  supply  of  whiskey  and 
locked  himself  in  his  room.  He  stayed 
there  over  a  week  and  when  his 
money  and  whiskey  ran  out,  he  bor¬ 
rowed  from  friends  and  began  an¬ 
other  bout.  He  was  fired  from  his 
job,  but  managed  to  find  a  new  one. 
He  worked  at  this  new  job  for  over 
two  weeks  without  taking  a  drink, 
but  then  one  night  he  stopped  in  at 
a  beer  parlor  for  only  one  beer  before 
going  home  and  it  was  5  A.M.  before 
the  police  finally  had  to  take  him 
away  for  disturbing  the  peace. 

The  next  few  months  found  A1 
alternating  between  new  jobs,  drink¬ 
ing  bouts  and  a  prison  cell.  After  his 
last  arrest,  the  judge  ordered  him 
committed  to  the  State  Hospital 
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which  terrified  A1  because  of  a  deep- 
seated  fear  of  going  insane.  He  stayed 
in  the  hospital  30  days  where  he  re¬ 
ceived  medical  and  psychiatric  treat¬ 
ment.  He  learned  the  nature  of  alco¬ 
holism,  that  it  was  an  illness,  not  a 
sign  of  moral  weakness  as  he  had 
thought,  and  that  he  could  recover 
if  he  wanted  to.  Members  of  Alco¬ 
holic  Anonymous  came  to  talk  to  him 
and  when  they  explained  their  pro¬ 
gram  and  told  him  that  they  had 
members  who  had  been  even  worse 
off  than  he,  A1  decided  he  would 
really  try  to  quit  drinking.  Upon 
release,  he  went  back  to  his  family, 
found  a  new  job  where  the  manage¬ 
ment  was  interested  in  alcoholism, 
and  after  two  relapses  in  AA  steadied 
on  and  stayed  sober. 

Al’s  Bottom  Point 

Al’s  bottom  point  came  when  he 
was  admitted  to  a  mental  institution 
and  saw  possible  insanity  around  the 
corner.  Loss  of  job,  family,  friends, 
money,  esteem,  self-respect;  none  of 
these  had  the  effect  on  him  that  hos¬ 
pitalization  had.  Luckily  A1  was 
placed  in  the  hands  of  understanding 
doctors  who  knew  how  to  help  him 
rid  himself  of  his  fears.  He  developed 
insight  into  his  problems,  partici¬ 
pated  in  group  discussions  about  alco¬ 
holism  and  learned  to  face  the  fact 
that  liquor  to  him  had  made  up  for 
what  he  thought  was  a  wasted  life. 
As  a  young  man,  A1  had  envisoned 
himself  as  a  happy-go-lucky  world 
traveler  who  would  never  be  touched 
by  disappointment  or  mundane  re¬ 
sponsibilities.  His  life  had  turned  out 
quite  differently  from  what  he  had 
expected  and  he  felt  tied  down  by 
his  family  and  experienced  guilt  feel¬ 
ings  because  he  knew  he  shouldn’t 
feel  resentful.  Because  of  lack  of 
schooling,  he  was  frustrated  in  his 
attempts  at  job  promotion  and  saw 
himself  as  spending  the  rest  of  his 
life  in  a  machine  shop.  At  first  drink¬ 


ing  had  only  been  a  pleasant  diver¬ 
sion  but  when  he  found  what  it  could 
do  for  his  damaged  ego,  A1  came  to 
rely  more  and  more  on  alcohol’s 
effects.  With  a  few  drinks  A1  forgot 
about  his  family,  his  job  and  became 
the  debonair  fellow  he  had  always 
wanted  to  be.  What  did  it  matter  if 
bills  weren’t  paid?  Or  if  his  family 
went  hungry  or  he  lost  his  job? 

It  is  the  hope  of  rehabilitation  pro¬ 
grams,  health  agencies  and  AA  to 
raise  the  level  of  the  personal  bottom 
point  so  that  alcoholics  like  A1  will 
not  have  to  lose  all  material  and 
spiritual  possessions  before  surrend¬ 
ering  themselves  to  those  who  can 
help  them.  If  Al’s  bottom  point  had 
come  when  his  family  left  him  or 
when  he  was  fired  from  his  job,  he 
then  would  have  been  spared  the 
humiliation  he  felt  at  being  in  jail 
and  hospitalized.  Although  it  is 
psychologically  necessary  for  each 
alcoholic  to  reach  bottom  before  he 
is  willing  to  seek  help,  if  the  alco¬ 
holic  is  fully  aware  of  the  warning 
symptoms  of  alcoholism,  he  might 
seek  help  before  he  becomes  so 
emotionally  and  physically  entangled 
that  he  can  see  no  way  out. 

A  Basic  Change 

Early  detection  and  treatment, 
however,  are  dependent  on  more  than 
just  knowing  the  early  signs  of  alco¬ 
holism.  What  needs  to  be  done  is  a 
basic  changing  of  society’s  attitudes 
towards  alcoholism  and  the  alcoholic. 
Even  if  a  problem  drinker  knows  by 
heart  all  the  warning  symptoms  of 
this  illness,  it  is  another  thing  for 
him  to  be  able  to  translate  those 
symptoms  in  terms  of  his  own  drink¬ 
ing. 

It  would  seem  then  that  raising 
the  alcoholic’s  bottom  point  is  a  job 
for  education,  and  not  just  educating 
people  to  the  warning  symptoms,  but 
helping  them  realize  that  alcoholism 
is  not  a  moral  problem,  but  a  social 
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problem.  In  spite  of  everything  being 
written  about  this  illness,  many  do 
not  believe  that  alcoholism  is  a  com¬ 
pulsion  and  a  sickness.  This  lack  of 
acceptance  of  the  sickness  conception 
is  often  even  held  by  the  alcoholic 
himself,  and  so  long  as  the  alcoholic 
thinks  of  his  trouble  as  a  matter  of 
weak  morals  or  will  power,  he  will 
not  seek  help.  Who  wants  to  admit 
that  they  are  weak  and  corrupt? 

Rehabilitation  programs,  such  as 
the  ARP,  are  incorporating  more  and 
more  preventive  measures  into  their 
educational  programs  as  one  way  of 
raising  the  level  of  the  alcoholic’s 
personal  bottom.  Listen  to  any  AA 
speaker  and  you’ll  hear  how  he  or 
she  hit  bottom  before  they  came  to 
AA.  Mental  Hygiene  Clinics  and 
Treatment  Centers  often  refer  to  a 
patient’s  bottom  point  and  the  need 
for  it  before  the  alcoholic  can  be  help¬ 
ed.  Since  it  is  obvious  that  the  alco¬ 
holic  must  hit  bottom,  it  is  the  job 
of  everyone  working  in  the  field  of 
alcoholism  to  see  that  the  bottom 
point  is  raised. 

Churches,  physicians,  teachers,  pro¬ 
fessional  men  and  women  in  the  field, 


all  have  an  educational  job  to  do. 
Until  the  sickness  conception  is  held 
by  alcoholics  and  the  general  public 
alike,  very  little  can  be  done  to  help 
the  alcoholic  hit  bottom  during  the 
early  stages  of  his  illness.  In  order 
for  the  alcoholic  to  admit  that  he  is 
sick,  the  community  will  have  to  be 
motivated  towards  early  detection 
and  treatment  of  alcoholism.  The 
obstacles  to  treatment  will  have  to 
be  removed  from  the  mind  of  the 
alcoholic  himself.  The  alcoholic  will 
have  to  know  that  he  will  be  accepted 
and  welcomed  back  into  society  after 
treatment  and  there  will  have  to  be 
sufficient  treatment  facilities  for 
treating  alcoholics.  But  before  treat¬ 
ment  can  be  successful  on  any  wide- 
spread  scale,  the  public  must  be  edu¬ 
cated  to  accept  excessive,  compulsive 
drinking  as  an  illness  and  must  then 
be  given  the  facts  of  the  illness.  Per¬ 
haps  one  day  through  education  and 
the  availability  and  acceptance  of 
treatment,  the  standard  bottom  point 
for  all  problem  drinkers  will  come 
when  they  find  themselves  on  what 
is  now  considered  only  the  first  step 
to  alcoholism. 


JAMES  W.  MURDOCH,  M.D. 

For  the  second  time  in  little  more  than  a  month,  death  has  claimed 
one  of  our  leaders.  Dr.  James  W.  Murdoch,  General  Superintendent  of 
the  N.  C.  Hospitals  Board  of  Control,  and  the  NCARP's  immediate  super¬ 
ior,  died  September  16  in  Memorial  Hospital,  Chapel  Hill,  of  a  stroke.  He 
had  been  in  declining  health  for  some  time. 

Dr.  Murdoch  came  to  North  Carolina  from  England  in  1947,  to  be¬ 
come  Superintendent  of  State  Hospital  at  Butner,  remaining  there  until 
1955,  when  he  was  appointed  to  head  the  entire  State  Hospitals  system. 
He  instituted  notable  improvements  in  the  care  of  the  state's  emotionally 
ill  patients,  establishing  a  sound  reputation  for  good  management  and 
progressive  treatment  methods.  In  his  dealings  with  the  NCARP,  he  had 
always  been  sympathetic  and  helpful. 

The  ARP  staff  extends  sincere  sympathy  to  Dr.  Murdoch's  family  and 
to  those  close  associates  who  feel  his  loss  most  keenly. 
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IS  THE  PROBLEM  DRINKER? 


Reprinted  by  permission  of  Random  House, 
Inc.  from  ALCOHOLISM :  Its  Scope,  Cause 
and  Treatment  by  Ruth  Fox,  M.  D.,  and 
Peter  Lyon.  Copyright,  1955 


C  What  do  the  jargon  words  really  tell  us  about  the  alcoholic? 


HO  is  the  problem  drinker? 
How  can  he  be  recognized?  And 
how,  if  possible,  can  he  be  singled 
out  before  his  symptom  has  over¬ 
whelmed  him?  Is  there,  in  short,  any 
particular  personality  type  that  is 
uniquely  characteristic  of  the  alco¬ 
holic? 

There  have  been  dozens  of  at¬ 
tempts  to  establish  a  clear  and  speci¬ 
fic  picture  of  the  alcoholic  person¬ 
ality  and,  by  far  the  more  difficult 
job,  of  the  pre-alcoholic  personality. 
The  fair-minded  reader  who  sets  out 
to  analyze  an  appreciable  number  of 
the  reports  of  these  attempts  will 
come  away  with  two  conflicting  im¬ 
pressions. 

On  the  one  hand,  the  investigators 
vie  with  each  other  in  denying  that 
there  is  such  a  thing  as  the  alcoholic 
or  pre-alcoholic  personality.  The 
more  they  test  or  diagnose,  the  more 
convinced  they  are  (or  remain)  that 
the  alcoholic  is  as  various  as  man. 
And  man,  if  he  is  nothing  else,  is 
various. 

They  describe  him  in  many  terms. 
They  attribute  to  him  many  charac¬ 
teristics.  These  will  include  low  self¬ 
esteem,  self-pity,  a  tendancy  to  self- 
punish,  resentment,  a  disposition  to 


project  the  blame  for  his  troubles  to 
other  people  (his  boss,  his  wife,  his 
mother,  and  so  on),  a  readiness  to 
deny  his  illness,  impatience,  tension, 
depression,  volatility  of  mood  swings, 
stubbornness,  anxiety,  jealousy,  and 
so  on  and  on  an  on.  Their  list  en¬ 
compasses  nearly  every  emotion  and 
personality  trait  available  to  man. 

On  the  other  hand,  with  something 
close  to  unanimity,  the  investigators 
report  the  same  salient  personality 
traits.  They  may  use  different  words 
to  describe  these  traits,  as  why 
should  they  not,  but  nonetheless  the 
same  ones  keep  cropping  up,  no  mat¬ 
ter  what  the  techniques  used  to  un¬ 
cover  them.  To  use  the  words  most 
often  chosen  to  describe  these  traits, 
they  are:  egocentricity ,  low  tolerance 
for  tension,  dependency,  and  feeling 
of  or  longing  for  omnipotence. 

These  are  jargon  words,  and  so  it 
will  be  useful  to  talk  about  each  of 
them  in  more  detail. 

Egocentricity  describes  the  set  of 
mind  in  which  most  of  one’s  concern 
is  with  one’s  own  needs  and  pleas¬ 
ures.  The  concerns  of  others  are 
largely  a  matter  of  indifference  to 
the  egocentric.  He  seeks  the  center 
of  the  stage;  the  first  person  singular 
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pronoun  rattles  through  his  speech 
like  drum  taps.  Psychoanalytically, 
the  term  for  egocentricity  is  narcis¬ 
sism,  adapted  by  Freud  from  the 
Greek  myth  of  the  beautiful  youth 
Narcissus  who  fell  in  love  with  his 
own  reflection  in  the  water  (and 
died,  still  pining,  condemned  by  the 
gods  for  his  cruel  foolishness  in  de¬ 
clining  to  give  others  his  love).  We 
are  all  more  or  less  narcissistic,  in 
the  sense  that  all  of  us  basically  love 
ourselves  more  than  any  other.  And 
there  was  a  time  in  our  lives  when 
this  self-love  was  natural,  normal  and 
necessary:  the  stage  of  primary  nar¬ 
cissism  is  placed  in  early  infancy;  it 
coincides  with  the  period  during 
which  a  baby  does  not  recognize  and 
distinguish  himself  from  the  objects 
or  the  people  offering  him  gratifi¬ 
cation;  for  him,  during  this  period, 
reality  is  only  the  recognition  of  his 
need  and  its  gratification.  His  in¬ 
stinctual  impulses  are  directed  solely 
toward  himself. 

Character  Traits 

Low  tolerance  for  tension  is  the 
character  trait  perhaps  most  often 
mentioned  in  connection  with  alco¬ 
holics.  Stimulus  and  reaction  are  so 
closely  interwoven,  with  the  alco¬ 
holic,  that  they  are  practically  one 
thing.  Resentment,  anger,  hostility, 
rage,  anxiety,  frustration,  mild  ap¬ 
prehension,  or  sudden  and  over¬ 
whelming  fury — anything  that  cre¬ 
ates  tension  is  the  Achilles’  heel  of 
the  alcoholic.  The  tension  can  come 
from  some  trivial  occurrence  of 
everyday  life,  or  it  can  well  up  from 
some  deep-seated  psychic  conflict,  it 
makes  no  difference,  the  alcoholic 
personality  is  not  gaited  to  withstand 
it.  He  is  impatient.  He  is  intolerant 
of  his  own  moods  and  those  of  others. 
He  demands  that  things  go  smoothly. 
If  they  do  not,  when  they  do  not, 
he  reacts  immediately.  His  reaction 
is  as  swift  as  that  of  the  baby  who 


awakens  hungry,  experiencing  ten¬ 
sion.  Like  the  baby,  he  is  at  once 
caught  up  in  a  squall. 

Dependency,  as  a  trait,  is  likewise 
regressive.  There  is  nothing  morally 
wrong  with  regression;  we  all  do  it: 
sleep  is  a  kind  of  regression,  a  return, 
however  fleeting,  to  a  time  when  we 
were  fully  cared  for  and  protected, 
and  needed  not  fend  for  ourselves. 
No  mammal  is  more  helpless  than  the 
human  during  its  infancy;  and  any 
situation  that  threatens  the  indi¬ 
vidual  may  well  remind  him  of  how, 
when  he  was  a  wholly  dependent 
infant,  all  was  well.  The  dependent 
individual  will,  for  unconscious  rea¬ 
sons,  always  seek  to  be  taken  care 
of:  he  may  contrive  his  marriage 
to  a  strong,  maternal  woman;  he  may 
wangle  jobs  in  which  he  can  depend 
in  some  way  on  the  one  who  hired 
him;  in  any  life  situation  he  may  so 
act  as  to  seem  to  deserve  the  care  and 
concern  and  regard  of  others. 

Grandiosity 

And  finally  there  is  the  feeling  of 
omnipotence.  This  trait,  too,  is  almost 
universally  reported  by  the  psychia¬ 
trists  and  psychologists  who  have 
sought  to  establish  the  alcoholic  per¬ 
sonality.  (Sometimes  they  call  it 
grandiosity.)  We  have  encountered 
this  concept  before,  when  we  were 
discussing  the  psychic  and  uncon¬ 
scious  factors  that  impel  us  to  drink, 
but  in  its  more  pronounced  form  as 
an  alcoholic  trait  it  demands  further 
discussion. 

Why  should  someone  who  is  quite 
obviously  damaging  himself,  poison¬ 
ing  the  regard  of  all  those  around 
him,  undermining  health,  career,  and 
future — why  should  someone  in  such 
a  plight  feel  omnipotent?  How  can  it 
be  that  a  man  enslaved  to  a  drug  ad¬ 
diction  can  be  so  blind?  And  yet  it 
is  the  case.  It  has  puzzled  every 
therapist  in  the  field.  Years  ago, 
Sandor  Rado  wrote:  “I  must  admit 
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...  I  could  not  grasp  the  economics 
of  this  state  of  mind  until  a  patient 
himself  gave  me  the  explanation. 
He  said:  ‘I  know  all  the  things  that 
people  say  when  they  upbraid  me. 
But,  mark  my  words,  doctor,  nothing 
can  happen  to  me!  This,  then,  is  the 
patient’s  position.  The  elation  has 
reactivated  his  narcissistic  belief  in 
his  invulnerability,  and  all  of  his 
better  insight  and  all  of  his  sense  of 
guilt  are  shattered  on  this  bulwark.” 

The  same  mental  attitude  was  de¬ 
scribed  in  the  same  terms  by  Harry 
M.  Tiebout,  who  wrote:  “(It)  is  .  .  . 
difficult  to  put  one’s  finger  on.  It 
may  be  described  as  a  peculiar  un¬ 
conscious  sense  of  invulnerability. 
The  patients  create  the  impression 
that  the  disaster,  however  threaten¬ 
ing,  cannot  affect  them.  They  are 
psychically  untouched  by  danger. 
While  consciously  troubled,  they 
have  a  serene  unconscious  belief  in 
their  own  survival;  they  just  cannot 
be  licked.” 

Four  Main  Traits 

Egocentricity;  low  tolerance  for 
tension;  dependency;  and  a  sense  of 
omnipotence:  These  four  traits  share 
two  things  in  common:  each  is  a 
vestigial  trace  of  infancy  and  each  is, 
presuming  a  relative  degree  of  inten¬ 
sity,  neurotic. 

There  is  in  every  one  of  us,  without 
exception,  some  trace  of  each  of  these 
traits.  It  is  the  combination  of  two 
or  more  of  them,  grossly  intensified, 
that  predisposes  some  of  us  toward 
the  selection  of  alcoholism  as  the  par¬ 
ticular  symptom. 

There  is  of  course  no  law  that  de¬ 
crees  these  traits  shall  be  confined 
to  any  one  given  personality  type. 
On  the  contrary,  the  laws  of  proba¬ 
bility  are  overwhelmingly  against 
such  a  conclusion.  For  consider: 
since  all  four  date  from  early  in¬ 
fancy,  there  will  be  overlaid  upon 
them  the  experiences  of  a  consequent 


childhood,  puberty,  and  adolescence, 
each  experience  coloring,  affecting, 
and  changing  the  earliest  mental  con¬ 
ceptions.  The  adult  personality  is 
the  sum  of  them  all. 

A  myriad  experiences  and  impres¬ 
sions  crowd  in  upon  us  every  day  of 
our  lives;  chance,  wholly  capricious, 
may  well  determine  how  we  receive 
them,  how  we  react  to  them,  which 
of  them  we  receive — in  short,  which 
may  be  meaningful  to  the  ego  struc¬ 
ture.  The  infant  in  whom  two  or 
three  or  four  of  these  four  traits  will 
be  marked  may  be  an  only  child,  he 
may  be  one  of  twelve;  his  parents 
may  be  poor  and  obscure,  they  may 
be  wealthy  or  celebrated;  he  may 
grow  up  rebellious  or  conformist, 
placid  or  volatile,  impetuous  or  lazy, 
brilliant  or  dull.  Select  your  own  ad¬ 
jectives,  construct  your  own  basic 
personality:  it  makes  little  difference 
— whatever  it  be,  there  is  the  chance 
that  the  constellation  of  pre-alcoholic 
traits  may  figure  in  it,  and  may  come 
to  grow  in  intensity  so  as  eventually 
to  overwhelm  it. 

A  Delicate  Balance 

In  this  connection,  it  cannot  be  too 
imperiously  urged  that  the  process 
of  alcoholism  as  a  neurotic  symptom 
is  dynamic.  Nothing  could  be  more 
erroneous  than  to  visualize  the  four 
underlying  traits  of  the  pre-alcoholic 
personality  as  being  always  in  safe 
abeyance  for  most  drinkers  and  al¬ 
ways  in  riotous  command  over  a  few 
others.  The  factors  of  life  are  always 
in  delicate  balance.  It  is  not  impossi¬ 
ble  to  conceive  of  an  individual  whose 
early  life  would  seem  to  have  prede¬ 
termined  him  to  alcoholism,  but  who 
nevertheless  at  no  time  encountered 
precisely  the  intricately  interwoven 
set  of  circumstances  that  would  have 
proven,  for  him,  fatal.  Just  so,  it  is 
likewise  reasonable  to  suppose  that 
many  alcoholics  would  not  be  in  the 
grip  of  their  neurosis  were  it  not  for 
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some  situation  that  ravaged  the 
strength  of  their  ego  structure. 

Everything  in  life  is  in  flux. 
Change  is  the  only  constant.  The 
young  man  or  woman  of,  say,  twenty- 
two,  who  today  does  not  let  that  day 
go  by  in  which  he  (or  she)  orders 
at  least  two  drinks,  may  tomorrow  be 
an  alcoholic  or  a  teetotaler — and 
chance  will  play  an  important  part 
in  the  drama. 

We  have  said  that  the  choice  of 
symptom,  the  nudge  in  the  direction 
of  alcoholism,  results  from  the  in¬ 
tensification  of  two  or  more  of  the 
predisposing  pre-alcoholic  traits.  Now 
we  have  added  that  all  is  chance, 
that  those  traits  may  be  in  the  pro¬ 
cess  of  growth  or  of  decline.  The 
question  may  be  fairly  put:  what  will 
tend  to  strengthen  such  traits?  and 
what  weaken  them? 

Suggestive  Evidence 

It  is  a  matter  of  common  observa¬ 
tion  that  many  alcoholics  come  from 
families  in  which  there  is  at  least  one 
relative  who  is  also  an  alcoholic.  This 
has,  in  turn,  fostered  the  notion  that 
alcoholism  is  hereditary.  Something 
like  sixty  to  seventy  per  cent  of  alco¬ 
holic  patients  report  near  relatives 
who  were  alcoholics.  It  is  suggestive. 
But  the  evidence,  the  carefully  assay¬ 
ed  evidence,  indicates  that  it  is  an 
environmental  influence,  not  an  in¬ 
herited  taint,  that  tilts  the  individual 
in  the  direction  of  alcoholism.  Ann 
Rowe  studied  thirty -six  children  who 
had  been  removed  from  their  own 
homes  by  court  order  because  of 
severe  alcoholism  in  one  or  both 
parents.  The  children,  when  they 
were  placed  in  foster  homes,  aver¬ 
aged  five-and-one-half  years  of  age. 
Twenty-seven  years  later,  these  child¬ 
ren  had  attained  a  general  adult  ad¬ 
justment  and  overall  personality  de¬ 
velopment  comparable  to  that  of  the 
general  population.  Not  one  was  an 
alcoholic. 
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But  if  heredity  is  not  a  factor, 
certainly  environment  is,  as  are  also 
the  social  pressures  to  which  the 
individual  must  adjust.  There  are 
some,  indeed,  who  hold  that  such 
social  pressures  may  be  determinant 
in  causing  a  neurosis.  But  it  is  more 
likely  that  the  neurosis,  the  collapse 
of  mental  and  emotional  balances,  the 
subversion  in  the  healthy  develop¬ 
ment  of  the  ego,  occurred  archaically 
in  the  life  of  the  individual,  or  was  at 
the  very  least  first  initiated  at  that 
time.  The  role  of  social  pressures, 
however,  and  of  environment  in  gen¬ 
eral,  can  by  no  means  be  underesti¬ 
mated;  what  one’s  father  habitually 
does,  or  what  is  socially  approved  and 
urged,  becomes  a  component  of  the 
superego;  and  so  it  is  possible  that 
the  act  of  drinking,  even  the  act  of 
drinking  to  excess  habitually,  may  at 
the  same  time  bring  instinctual  grati¬ 
fication  and  satisfy  the  superego.  And 
what,  after  all,  is  character,  if  it  is 
not  the  ego’s  adjustment  to  the  de¬ 
mands  of  the  external  world,  the 
instincts,  and  the  superego? 

Exogenous  Factors 

There  are,  additionally,  exogenous 
factors  that  can  influence  the  indi¬ 
vidual  to  drink  excessively,  and  even 
to  drink  in  the  direction  of  an  ad¬ 
diction.  Physical  pain  is  one  such; 
alcohol’s  analgesic  property  can  be 
exploited  to  induce,  in  a  theretofore 
reasonably  well  adjusted  personality, 
a  tendency  toward  addiction.  Remove 
the  external  stimulus,  end  the  pain — 
arthritis,  neuritis,  whatever  it  may  be 
— and  the  mature  strength  of  the  ego 
will  once  again  be  sufficient  to  meet 
the  threat  of  encroachment  by  any 
or  all  of  the  predisposing  traits. 

But  the  most  important  factor,  the 
one  which  is  more  powerful  than  any 
other  in  strengthening  these  traits 
and,  indeed,  in  enabling  them  to 
crowd  all  other  traits  into  the  back- 
( Continued  on  page  31) 
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COUGHING  AND  ALCOHOLISM 


A  Legend  An  d  So  me  Suggestions 


BY  JOHN  A.  EWING,  M.D.,  D.P.M. 

•  An  analogy  of  symptoms,  written  by  a  leading  psychiatrist 


ONCE  upon  a  time  in  a  far  off  land 
a  king  and  his  ministers  decided 
that  there  was  too  much  coughing 
among  the  citizens.  Nearly  everybody 
coughed  sometimes,  but  some  people 
coughed  nearly  all  of  the  time.  Some 
of  the  latter  could  not  work,  their 
families  suffered  and  they  set  a  bad 
example.  Putting  severe  coughers  in 
jail  did  no  good,  and  anyway  there 
were  not  enough  jails. 


The  king  and  his  legislators  de¬ 
creed  that  there  should  be  a  special 
Coughing  Rehabilitation  Program. 
This  was  set  up  at  once  and  people 
were  told  why  coughing  was  bad  for 
them  and  were  given  a  lot  of  advice. 
Those  who  had  the  problem  badly 
enough  entered  a  Coughing  Rehabili¬ 
tation  Center.  Such  serious  cases  had 
often  tried  lots  of  other  measures — 
staying  away  from  other  coughers; 
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seeking  spiritual  guidance;  taking 
medicine  to  suppress  coughing. 

At  the  special  rehabilitation  center 
there  were  doctors  who  were  sup¬ 
posed  to  be  experts  in  coughing.  They 
used  treatments  to  the  best  of  their 
abilities  but  many  patients  still 
coughed  after  they  left  the  treatment 
center. 

So  the  doctors  asked  the  king  and 
his  ministers  for  money  for  research. 
They  wanted  to  find  out  the  cause  of 
coughing  and  to  compare  different 
treatment  methods  scientifically. 

“No”,  said  the  king  and  his  mini¬ 
sters,  “We  want  results,  not  theory. 
Treat  the  coughs  and  never  mind 
why  people  cough.” 

Analogy  of  Symptoms 

The  reason  I  chose  coughing  in  the 
above  fable  is  that  I  have  found  it 
a  useful  analogy  in  talking  about  the 
symptomatic  nature  of  alcoholism  to 
groups  of  lay  people.  Coughing,  like 
alcoholism,  is  a  symptom.  There  are 
over  30  causes  of  coughing  and  no¬ 
body  with  a  cough  of  any  duration 
would  be  satisfied  if  his  doctor  only 
gave  him  medicine.  If  the  cough 
persists  the  patient  expects  the  doc¬ 
tor  to  search  for  the  basic  cause.  This 
means  examination  of  the  chest, 
X-rays,  laboratory  studies,  even  hos¬ 
pitalization — no  stone  must  be  left 
unturned.  While  coughing  itself  is 
rarely  a  threat  to  life  it  can  be  the 
symptom  of  a  serious  disease  al¬ 
though,  of  course,  it  is  usually  only 
the  transient  symptom  of  a  minor 
disease. 

If  doctors  were  satisfied  merely  to 
treat  the  symptom  in  their  patients 
they  could  relatively  easily  suppress 
the  cough  of  most  patients.  Powerful 
medicines  are  available  which  will 
stop  coughing  and  the  doctor  may 
well  use  these  (to  enable  a  patient 
to  sleep  at  nighttime,  for  example). 
However,  to  continue  to  suppress  the 
cough  and  to  ignore  the  fact  that 
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something  is  causing  the  cough  is  to 
give  the  underlying  disease  a  chance 
to  continue  undisturbed.  The  doctor’s 
program,  therefore,  is  to  discover 
the  cause  and  to  treat  that.  He  is 
never  satisfied  just  to  treat  the  cough 
alone  unless  it  is  merely  the  brief 
accompanying  symptom  of  a  minor 
thing  like  a  cold. 

Alcoholism  too  can  be  suppressed  if 
heroic  measures  are  taken  against  it. 
Placing  an  alcoholic  patient  in  jail 
or  in  the  hospital  frequently  forces 
him  to  stay  sober  (although  I  have 
known  him  to  obtain  alcohol  even 
there.)  Taking  antabuse  is  another 
approach  which  makes  drinking  al¬ 
most  impossible,  at  least  until  the 
antabuse  is  out  of  the  system.  How¬ 
ever,  approaches  such  as  these  are 
dealing  merely  with  the  symptom  of 
alcoholism  and  completely  ignoring 
the  person  who  is  suffering  from  this 
problem.  While  those  of  us  who  work 
with  patients  suffering  from  alco¬ 
holism  are  beginning  to  learn  a  great 
deal  about  the  problem,  and  about 
the  people  who  have  this  problem, 
it  would  be  wrong  to  suggest  that 
basic  research  is  no  longer  required. 
I  can  readily  state  that  alcoholism 
appears  to  me  to  be  a  symptom  of 
underlying  emotional  maladjustment. 
However,  I  believe  that  a  great  deal 
more  basic  work  has  to  be  done  in 
studying  the  causation  of  alcoholism 
and  in  comparing  various  treatment 
methods,  etc.  In  this  respect  the 
North  Carolina  State  Legislature  is 
like  the  king  and  his  ministers  who 
said,  “Never  mind  the  theory.  It 
doesn’t  matter  what  causes  the  symp¬ 
tom — -just  get  on  with  the  treatment.” 

Of  course,  such  an  approach  is  ob¬ 
viously  short-sighted  and  should  be 
corrected.  We  still  do  not  know  the 
cause  of  cancer,  but  we  can  treat 
cancer  when  it  has  developed,  with 
remarkably  good  results.  In  spite  of 
this  fact  vast  sums  of  money  are 
presently  being  poured  into  cancer 
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research.  It  is  obviously  desirable  to 
find  better  ways  of  treating  cancer, 
and  eventually  to  find  a  way  of  can¬ 
cer  prevention.  Only  the  concerted 
efforts  of  hundreds,  if  not  thousands, 
of  scientists  led  to  the  successful 
drive  against  polio,  culminating  in 
the  development  of  the  preventive 
Salk  vaccine. 

I  do  not  wish  to  hold  out  the  hope 
that  a  preventive  vaccine  can  be  de¬ 
veloped  for  alcoholism,  but  I  do 
believe  that  we  can  greatly  improve 
our  treatment  methods.  We  can  learn 
to  treat  alcoholism  at  much  earlier 
stages  than  at  present,  and  we  can  do 
a  great  deal  in  the  area  of  prevention, 
finally. 

Appeal  To  Legislature 

Everyone  who  reads  this  is  in  a 
position  to  influence  his  state  Repre¬ 
sentatives  and  Senator  who  will  be 
meeting  next  in  1959  and  who  will 
then  once  again  have  a  chance  to 
correct  their  error  of  the  past  by  al¬ 
locating  funds,  not  just  to  alcoholic 
rehabilitation,  but  also  to  basic  re¬ 
search  into  the  causation  of  alco¬ 
holism.  Such  funds  should  be  made 
available  to  be  allocated  by  a  com¬ 
mittee  of  professional  people  who  are 
suitably  trained  to  evaluate  the  ap¬ 
plication  of  scientists  for  research 
grants.  Such  a  committee,  if  taking 
a  truly  long-term  point  of  view, 
would  allocate  the  funds  to  basic 
research  which  might  at  first  appear 
to  be  relatively  remote  from  the  prob¬ 
lem  of  developed  alcoholism.  Other 
research  would  be  more  obviously 
alcoholism-connected,  and  even  in¬ 
volved  in  studies  of  the  treatment 
methods  of  alcoholism  presently  in 
use. 

Financial  assistance  for  research 
in  alcoholism  in  available  in  greater 
or  lesser  amount  in  many  places,  al¬ 
though  not  presently  as  part  of  the 
North  Carolina  Alcoholic  Rehabili¬ 
tation  Program.  In  spite  of  this  fact 


North  Carolina  is  by  no  means  last 
among  the  states  when  it  comes  to 
actual  research  in  the  field  of  alco¬ 
holism  presently  going  on.  This  re¬ 
search,  be  it  noted,  is  in  spite  of  the 
lack  of  funds.  It  is  being  carried  out 
mostly  by  physicians,  and  almost 
exclusively  in  University  centers. 

I  have  before  me  the  current  list 
of  research  in  the  area  of  alcoholism 
which  is  known  to  be  going  on 
throughout  the  United  States  and 
Canada.  I  have  analyzed  this  and  will 
present  this  data  in  two  tables.  Actual 
research  is  only  recorded  in  21  States 
and  Provinces  of  Canada,  15  projects 
being  known  to  be  in  progress.  Table 
I  lists  this  by  State  and  Province.  We 
can  be  proud  to  see  that  North  Caro¬ 
lina  is  ahead  of  many  other  states. 

TABLE  I:  Numbers  of  Research 
Projects  About  Alcoholism  Known  to 
be  in  Progress  in  U.  S.  and  Canada 

STATES  AND  PROVINCES 


Alberta  .  2 

California  .  13 

Ohio  .  7 

Connecticut  .  3 

Georgia  .  2 

Kansas  .  7 

Louisiana  .  1 

Montana  .  1 

Massachusetts .  12 

Michigan  .  3 

Minnesota  .  1 

New  Hampshire .  3 

New  Jersey .  1 

New  York  .  9 

North  Carolina  . . .  7 

Ontario  .  20 

Oregon  .  1 

Pennsylvania  .  4 

Rhode  Island  .  2 

Texas  .  5 

Virginia  .  11 


Total  . 115 


Table  II  lists  these  115  projects  ac¬ 
cording  to  the  type  of  study  involved. 
The  classification  is  my  own,  accord- 
continued  on  page  31) 
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Rockingham 

County 

Committee 

On 

Alcoholism 

I 

A  determined  lady, 
with  the  help  of  interested 
citizens,  proves  it  is 
possible  for  a  community 
of  even  modest 
size  to  have  an 
alcoholism  program 
that  works. 


IN  January  of  this  year,  another 
county  in  North  Carolina  joined  in 
the  fight  against  alcoholism  when  the 
new  office  of  the  Rockingham  Coun¬ 
ty  Committee  on  Alcoholism  opened 
in  Reidsville.  Reidsville,  located  just 
west  of  the  Piedmont  Section  of  the 
State,  is  essentially  a  farming  com¬ 
munity.  Its  population  is  small  yet 
two  years  ago,  there  were  enough 
doctors,  ministers,  lawyers,  phar¬ 
macists  and  laymen  in  the  town  who 
recognized  the  community’s  responsi¬ 
bility  to  the  alcoholic  to  establish  a 
local  alcoholism  information  center: 
a  place  where  alcoholics  and  their 
families  and  friends  could  find  infor¬ 
mation  about  treatment  facilities  in 
the  State,  secure  counseling  services 
and  educational  materials  about  alco¬ 
holism. 

The  Rockingham  County  Commit¬ 
tee  on  Alcoholism  was  officially 
chartered  by  the  State  of  North  Caro¬ 
lina  on  August  14,  1956.  Most  of  the 
credit  for  the  formation  of  this  Com¬ 
mittee  was  due  to  the  perseverance 
of  Mrs.  Anne  Wall,  a  Reidsville 
housewife  who  years  ago  became  in¬ 
terested  in  the  problem  and  since 
that  time  has  worked  for  and  with 
the  alcoholic  and  his  family.  Mrs. 
Wall  is  now  Executive  Director  of 
the  Committee. 

Until  January,  the  Committee  had 
worked  without  an  assured  budget. 
But  this  year  they  were  accepted  by 
the  United  Fund  as  members  and 
$2000  was  raised  for  the  program, 
the  first  budget  the  Committee  has 
had.  Heretofore  they  had  operated  on 
money  from  gifts  and  donations. 

The  Committee’s  new  office,  lo¬ 
cated  in  the  County  Office  Building, 
was  donated  rent-free  by  the  Rock¬ 
ingham  County  Commissioners.  Mrs. 
Wall’s  desk  was  given  by  Judge 
Susie  Sharpe.  A  chair  was  donated 
by  an  anonymous  merchant. 

Office  hours  for  the  Committee  are 
from  1:00  until  5:00  five  days  a  week, 
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but  anyone  needing  help  immediate¬ 
ly  is  welcome  at  any  time  and  is  not 
limited  to  the  set  office  hours. 

The  basic  principles  of  the  Com¬ 
mittee  are  the  same  as  most  local 
alcoholism  programs.  (1)  Alcoholism 
is  a  disease.  (2)  The  alcoholic  can  be 
helped  and  is  worth  helping  and  (3) 
Alcoholism  is  a  community  problem 
and  therefore  a  public  responsibility. 
The  job  of  the  Committee  is  to  edu¬ 
cate  their  citizens  to  the  problem 
alcoholism  presents  to  a  community, 
to  provide  a  liaison  between  the  alco¬ 
holic  and  treatment  and  to  act  as 
support  for  the  alcoholic  and  his 
family.  But  their  services  are  not 
restricted  to  alcoholics  alone. 

“I  don’t  want  people  to  think  that 
no  one  but  alcoholics  can  come  in 
here,”  says  Mrs.  Wall.  “We  have  a 
coffee  pot  going  and  visitors  are  wel¬ 
come.  We  want  people  to  know  about 
us.  Any  group  or  person  who  comes 
into  contact  with  alcoholics  or  who 
has  an  alcoholic  problem  can  use  our 
aid.  It  is  free.  There  are  no  charges 
for  any  of  our  services.” 

The  Rockingham  County  Commit¬ 
tee  is  not  concerned  with  the  wet-dry 
dispute.  It  takes  no  stand  on  any 
controversial  issue.  The  office  was  set 
up  to  lend  aid  to  alcoholics  and  to 
increase  public  understanding  of  the 
illness.  Part  of  the  activities  of  the 
office  are  to  help  coordinate  existing 
facilities  for  the  rehabilitation  of  the 
alcoholic  and  to  provide  an  infor¬ 
mation  center  where  anyone  may  se¬ 
cure  information  about  the  illness. 
Last  year,  even  without  a  budget, 
the  Committee  sponsored  six  classes 
on  alcoholism,  sent  twelve  men  and 
one  woman  to  rehabilitation  centers 
and  spent  120  hours  of  personal 
counselling. 

“This  year  we  hope  to  double, 
triple  the  work  we  did  last  year,” 
says  Mrs.  Wall. 

When  asked  to  give  a  summary  of 
the  work  done  by  the  Committee, 


Mrs.  Anne  Wall, 
Committee’s  found¬ 
er  and  Executive 
Secretary. 


Dr.  Sam 
Stallard, 
Medical  Ad¬ 
visor  and 
member  of 
the  Advis¬ 
ory  Board. 
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Mrs.  Wall  said,  “There  is  no  quick 
way  to  sum  up  the  activities  of  the 
office,  since  I  believe  that  we  are  one 
of  the  few  Committees  that  go  into  as 
many  phases  of  the  work.  We  ar¬ 
range  within  our  budget  food,  lodg¬ 
ing,  medical  aid,  family  aid  and  coun¬ 
selling.  We  make  all  arrangements 
for  men  seeking  treatment,  working 
in  close  cooperation  with  all  facilities 
within  the  State  and  County.  We  go 
into  the  homes  when  called,  regard¬ 
less  of  the  time  or  the  financial 
status  of  the  people  calling  on  us. 

“This  office  prepares  case  histories 
for  the  Alcoholic  Rehabilitation  Cen¬ 
ter  at  Butner  and  any  agencies  which 
request  them.  We  also  follow  up  each 
case  on  his  return  from  a  treatment 

The  long-range  goal  of  the  Rocking¬ 


ham  County  Committee  is  to  set  up  in 
Reidsville  a  local  treatment  center. 
Plans  are  now  in  the  making  for  the 
presentation  of  this  proposal  to  the 
County  Commissioners. 

The  Committee  hopes  that  as  more 
people  hear  about  their  current  pro¬ 
gram  and  future  plans  for  the  treat¬ 
ment  center,  it  will  be  seen  what  an 
important  part  a  local  information 
center  plays  in  the  rehabilitation  of 
the  alcoholic  and  tax  support  will  be 
forthcoming.  Says  Mrs.  Wall,  “We 
still  need  more  funds  to  reach  all 
the  communities  in  the  county,  but 
I  have  a  definite  conviction  that  each 
year  will  see  more  people  become  in¬ 
terested  in  our  program  and  through 
them,  more  aid  will  become  avail¬ 
able.” 


TAKE  YOUR  CHOICE 


BY  DR.  KARL  MENNINGER 


To  me  it  is  a  strange  and  dismal  thing 
that  in  a  world  of  such  need,  such  oppor¬ 
tunity  and  such  variety  as  ours,  the 
search  for  an  illusory  peace  of  mind 
should  be  zealously  pursued  and  defend¬ 
ed,  while  truth  goes  languishing. 

Unrest  of  spirit  is  a  mark  of  life;  one 
problem  after  another  presents  itself 
and  in  the  solving  of  them  we  can  find 
our  greatest  pleasure.  The  continuous 
encounter  with  continually  changing 
conditions  is  the  very  substance  of  living. 
From  an  acute  awareness  of  the  surging 
effort  we  have  the  periodic  relief  of  see¬ 
ing  one  task  finished  and  another  begun, 
and  the  comfort  of  momentary  rest  and 
nightly  sleep. 

But  a  querulous  search  for  a  prema¬ 
ture,  permanent  “peace”  seems  to  me  a 
thinly  disguised  wish  to  die.  As  I  have 
said  elsewhere,  in  paraphrase  of  Freud, 
man  is  a  creature  dominated  by  an  in¬ 
stinct  in  the  direction  of  death,  but  he 
is  also  blessed  with  an  opposing  instinct 
which  battles  heroically  with  varying 


success  against  its  ultimate  conqueror. 
This  magnificent  drama  of  conflict  sets 
us  our  highest  ideal — spiritual  nobility 
and  social  achievement. 

For  most  people  in  this  rugged  world, 
the  problems  of  reality  are  sufficient  in 
power  and  prevalence  to  preclude  all 
complacency.  But  for  many  others  it  is 
not  the  problems  of  reality  or  the  prob¬ 
lems  of  other  people  which  most  disturb 
peace  of  mind;  it  is  lovelessness. 

Their  cry  for  peace  is  a  cry  for  unearn¬ 
ed  love,  in  the  face  of  the  wisdom  of 
Jesus  and  Lao  Tse  and  many  others  who 
taught  that  we  get  love  only  by  giving  it. 

To  seek  after  peace  of  mind  is  to  for¬ 
sake  this  truth  for  an  illusion.  It  is  the 
search  to  which  I  object,  because  striving 
for  personal  peace  means  turning  one’s 
back  on  humanity  and  its  suffering,  los¬ 
ing  one’s  life  in  trying  to  save  it. 

On  the  other  hand,  peace  or  something 
near  it  is  often  achieved  by  those  who  do 
not  seek  it,  who,  seeking  truth,  forget 
themselves. 
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Dictionary  of  Terms 

Through  the  years  AA’s  have  developed  their  own 
special  language.  Here  are  a  few  often-used  terms 


alky — an  alcoholic 

Big  Book — the  “Bible”  of  AA — 

Alcoholics  Anonymous 

bounces — relapses  from  sobriety 

Chip — a  cardboard  chip  that  is  given  to 
AA’s  on  certain  anniversaries  of 
sobriety. 

civilian — a  non-alcoholic 

horrors — delirium  tremens 

dry-drunk — an  alcoholic  who  no  longer 
drinks,  but  who  has  not  found 
peace  or  serenity. 


moral  inventory — a  listing  and/or  evalu¬ 
ation  of  one’s  moral  practices 
and  ideals 

pigeon — a  newcomer  to  AA 

pilling — taking  pills  along  with  or  instead 
of  alcohol 

prospect — an  alcoholic  who  is  ripe  for 
membership  into  AA 

regular — the  compulsive  use  and  need  of 
alcohol  every  day 

rug  or  silk-stocking  group — the  “country- 
club”  type  of  AA  group 

skull  jockey  or  brainwasher — a  psychia¬ 
trist 


laughing  academy — a  mental  hospital 

lone-wolf — a  solitary  drinker 

loner — an  A  A  who  is  separated  geo¬ 
graphically  from  a  group,  but 
who  still  follows  AA 

monkey  juice — cheap  wine  or  Sneaky 
Pete 


slips  around  or  slips — a  relapse  from 
sobriety 

sponsor — one  who  initiates  an  alcoholic 
in  AA  and  becomes  a  benefactor 
for  him 

stinking-thinking — a  state  of  mental 
confusion  or  a  clinging  to  resent¬ 
ments,  failures  and  self-pity 
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Forgiveness  or  condemnation? 
Presented  to  us  are 


2  WAYS 

of  responding  to  guilt 

BY  WILLIAM  ECKHARDT,  M.A. 


AFTER  Jesus  was  arrested,  Peter 
followed  him  but  denied  his  mas¬ 
ter  three  times.  “And  immediately, 
while  he  was  speaking,  the  cock 
crew.  The  Lord  turned  his  head  and 
looked  straight  at  Peter,  into  whose 
mind  flashed  the  words  that  the  Lord 
had  said  to  him:  ‘You  will  disown  me 
three  times  before  the  cock  crows 
today.’  And  he  went  outside  and 
wept  bitterly.” 

“Then  Judas,  who  had  betrayed 
him,  saw  that  he  was  condemned 
and  in  his  remorse  returned  the 
thirty  silver  coins  to  the  chief  priests 
and  elders,  with  the  words,  T  was 
wrong — I  have  betrayed  an  innocent 
man  to  death.’  And  Judas  flung 
down  the  silver  in  the  Temple  and 
went  outside  and  hanged  himself.” 

Peter  and  Judas  were  both  guilty. 
Peter  was  a  liar  and  a  coward.  Judas 
was  an  informer  and  disbeliever.  He 
thought  his  master  was  crazy  to 
place  such  a  high  value  upon  for¬ 
giveness  as  a  means  to  eternal  life. 
They  both  admitted  their  guilt,  but 
they  responded  to  guilt  in  different 
ways. 

Peter,  a  rough,  uneducated  fisher¬ 
man,  failed  to  understand  many  of 
the  fine  points  in  the  parables.  He 
often  became  anxious  and  faltering 


in  his  faith.  But  in  spite  of  his  doubts 
and  uncertainties,  he  was  convinced 
that  Jesus’  method  of  forgiveness 
had  tremendous  healing  power.  He 
believed  that  the  gospel  of  forgive¬ 
ness  was  a  far  better  way  of  ruling 
people  than  the  law  of  retaliation. 
When  he  found  himself  guilty,  he 
“wept  bitterly” — but  he  went  on  liv¬ 
ing  by  the  grace  of  his  faith  in  for¬ 
giveness.  He  went  on  living  and 
established  the  first  Christian  Church 
in  the  heart  of  those  who  believed 
he  worshipped  a  mad  master. 

Judas,  a  clever,  sophisticated  fel¬ 
low,  was  apparently  disappointed 
when  he  found  that  Jesus  intended 
to  conquer  Jerusalem  by  love  alone. 
Blinded  by  sophistication,  he  could 
not  help  believing  that  his  master 
must  be  mad  indeed.  So  he  informed 
the  chief  priests  of  this  fact,  with¬ 
out  which  they  could  not  have  touch¬ 
ed  Jesus.  When  he  found  himself 
guilty,  he  “hanged  himself.”  He  could 
not  believe  in  the  power  of  forgive¬ 
ness  to  save  his  life.  He  proved  by 
his  death  that  life  cannot  go  on 
without  forgiveness. 

There  are  two  ways  of  responding 
to  guilt.  The  way  of  life  and  the  way 
of  death.  Our  life  does  not  depend 
upon  whether  we  are  innocent  or 
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guilty.  We  are  all  guilty,  there  is  no 
doubt  about  that.  Our  life,  our  health 
and  our  happiness  depend  upon  our 
response  to  guilt.  Either  we  punish 
ourselves  or  we  accept  forgiveness. 
Punishment  and  condemnation  lead 
to  sickness  and  death.  Without  for¬ 
giveness,  we  cannot  go  on  living. 

Given  the  pattern  of  guilt  and 
punishment,  our  life  is  arrested. 
Harsh  judges  that  we  are,  we  sent¬ 
ence  our  life  to  prison.  We  close  the 
door  on  life  and  refuse  to  go  on  liv¬ 
ing,  we  think  so  badly  of  ourselves. 
We  think  we  deserve  to  rot  and  die. 
We  think  it  serves  us  right.  We  pay 
the  penalty  with  pride.  Pride  and 
punishment  block  the  life  force,  and 
keep  life  from  going  on.  They  keep 
us  from  getting  on  with  our  life. 

Science,  especially  modern  psychia¬ 
try,  has  discovered  the  fallacy  of 
punishment  and  the  truth  of  for¬ 
giveness.  These  scientific  discoveries 
are  remarkably  similar  to  those  of 
St.  Paul  who  was  well  acquainted 
with  and  well  instructed  in  both 
these  ways  of  responding  to  guilt. 
Paul  found  through  his  own  exper¬ 
ience  that  punishment  led  to  death 
while  forgiveness  led  to  life. 

The  evidence  is  insufficient  from 
a  narrow-minded  definition  of  sci¬ 
ence,  but  since  the  issue  is  of  im¬ 
mediate  importance  to  those  who  are 
seeking  the  way  of  life,  some  ten¬ 
tative  conclusions  may  be  drawn 
from  the  clinical  evidence  at  hand. 

Both  of  these  patterns  seem  to  be 
implanted  in  the  minds  of  all  of  us. 
No  one  is  predestined  one  way  or  the 
other,  except  that  our  childhood  and 
early  life  experiences  are  likely  to 
predispose  us  to  believe  in  one  way 
more  than  the  other,  and  consequent¬ 
ly  to  invest  more  of  our  energy  in 
one  or  the  other  of  these  two  pat¬ 
terns. 

The  more  energy  we  spend  in 
judging  and  condemning  ourselves, 


the  less  energy  is  available  for  ac¬ 
cepting  forgiveness.  The  more  en¬ 
ergy  we  spend  on  forgiveness,  the 
less  we  can  punish  ourselves.  The 
energy  spent  on  forgiveness  is  well 
invested,  returning  interest  as  high 
as  ten  thousand  per  cent  (a  hun¬ 
dredfold).  The  energy  spent  on  self¬ 
punishment  is  badly  invested,  re¬ 
turning  no  interest  and  taking  away 
even  the  original  energy  invested. 

The  distribution  of  energy  depends 
on  how  much  we  value  humility  and 
forgiveness  relative  to  pride  and 
punishment.  Whoever  teaches  us  to 
punish  ourselves  is  showing  us  the 
way  to  death.  Whoever  teaches  us 
the  value  of  forgiveness  is  showing 
us  the  way  to  life.  Teachers  have  a 
responsibility,  but  learners  beyond 
a  certain  age  also  have  a  responsi¬ 
bility.  No  matter  what  is  taught,  the 
person  who  learns  to  punish  himself 
is  killing  himself.  And  whoever 
learns  to  accept  forgiveness  is  learn¬ 
ing  how  to  live  and  that  abundantly. 

Confronted  with  their  guilt,  Judas 
punishes  himself  but  Peter  accepted 
forgiveness.  The  one  went  to  his 
death,  the  other  to  his  life  of  found¬ 
ing  a  church  to  glorify  God,  to  teach 
others  the  value  of  forgiveness  and 
to  save  himself  in  the  process. 

By  the  same  processes  of  self-pun¬ 
ishment  or  forgiveness  for  guilt,  you 
and  I  are  either  destroying  or  sav¬ 
ing  our  lives.  We  are  either  judging 
ourselves  and  others  by  the  stand¬ 
ards  of  human  pride,  or  we  are  lov¬ 
ing  ourselves  and  others  in  spite  of 
our  sin  and  guilt.  The  patterns,  as 
such,  do  not  determine  our  destiny. 
We  determine  our  destiny,  one  day 
at  a  time,  according  as  we  distribute 
our  energy  more  to  one  pattern  or 
the  other.  Do  not  waste  precious  time 
and  energy  trying  to  change  the  pat¬ 
terns.  Just  invest  your  energy  now 
in  the  pattern  of  forgiveness  if  you 
want  to  get  on  with  your  life. 
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S.  Kinion  Proctor 

(Continued  from  page  3) 

state’s  new  alcoholism  program. 
Many  of  today’s  staunchest  support¬ 
ers  of  the  NCARP  were  won  over  by 
Mr.  Proctor  in  those  early  days.  Just 
the  other  day,  we  were  talking  with 
a  distinguished  North  Carolina  physi¬ 
cian  who  has  been  a  tower  of 
strength  in  the  fight  against  alco¬ 
holism.  “Kinion  Proctor  came  to  see 
me  one  day,”  he  said,  “and  got  me 
interested  in  this  alcoholism  busi¬ 
ness.”  Others  in  many  walks  of  life 
could  offer  similar  testimony. 

Under  Mr.  Proctor’s  guiding  hand, 
the  NCARP  passed  milestones  in  its 
development  at  a  steady  clip.  The 
new  treatment  center  at  Butner  open¬ 
ed  its  doors  and  admitted  its  first  pa¬ 
tient.  The  education  program  was 
launched  with  the  appointment  of 
an  education-information  director. 
Out-patient  alcoholism  services  were 
arranged  with  the  Mental  Hygiene 
Clinics.  First  copies  of  INVENTORY 
rolled  off  the  press  and  were  eagerly 
snapped  up.  Voluntary  requests  for 
subscriptions  began  to  pour  in  as  did 
requests  for  speakers  and  other  in¬ 
formation  services.  Summer  Schools 
for  teachers  were  instituted.  So  it 
was  that  what  began  as  a  “paper” 
program  on  alcoholism  unfolded  and 
grew  as  Mr.  Proctor  applied  his 
energies  to  the  task. 

No  one  was  more  elated  at  these 
developments  than  Mr.  Proctor,  for 
he  invested  a  large  share  of  himself 
in  the  organization  he  headed.  When 
it  progressed  smoothly  he  was  on 
top  of  the  world.  When  obstacles 
arose,  he  was  not  happy  until  they 
were  circumvented.  It  is  completely 
in  character  that  his  one  expressed 
complaint  during  his  fatal  illness 
was,  “I  don’t  know  what  is  going  on 
at  the  office.” 

Now,  eight  years  later,  tangible  re¬ 
sults  of  his  leadership  can  be  seen 


on  every  hand.  The  state’s  people 
have  responded  enthusiastically  to 
the  ARP  educational  message.  More 
than  2,800  alcoholic  patients  have 
voluntarily  received  treatment  at 
Butner.  Better  than  75  per  cent  of 
general  hospitals  in  the  state  now 
admit  alcoholics  for  medical  treat¬ 
ment,  a  complete  reversal  of  the  situ¬ 
ation  at  the  NCARP’s  inception. 
Several  hundred  classroom  teachers, 
through  the  ARP’s  summer  studies 
are  better  prepared  to  fulfill  state  law 
requiring  facts  about  alcohol  to  be 
taught  in  the  public  schools.  Other 
professionals — physicians,  ministers, 
social  workers,  nurses — as  well  as 
laymen  have  been  given  a  new 
understanding  of  the  alcoholic. 

He  earned  recognition  for  the  Pro¬ 
gram  and  for  himself  beyond  the 
borders  of  North  Carolina.  Since  1949, 
Mr.  Proctor  has  taken  part  in  region¬ 
al  and  national  meetings  of  agencies 
dealing  with  alcoholism  and  related 
problems,  and  was  regularly  invited 
to  appear  as  consultant  at  the  Yale 
Summer  School  of  Alcohol  Studies. 
He  drew  particular  pleasure  from  his 
affiliation  with  the  North  American 
Association  of  Alcoholism  Programs, 
an  organization  which  he  helped  to 
found  and  later  served  as  Secretary- 
Treasurer  and,  at  his  death,  as  execu¬ 
tive  committee  member. 

Indeed,  Kinion  Proctor  deserves  to 
be  remembered  for  his  many  achieve¬ 
ments.  And  we  who  were  his  close  as¬ 
sociates  join  a  grateful  state  in  pay¬ 
ing  tribute  to  him  for  what  he  did. 
But  we  will  remember  him,  too,  for 
the  man  he  was.  When  Mr.  Proctor 
died  on  August  12,  he  left  behind  a 
group  of  friends  and  fellow  workers 
who  will  always  remember  him  af¬ 
fectionately  as  a  kind,  considerate 
man  of  good  will.  And,  leaving  aside 
all  his  wonderful  attainments,  these 
lingering  sentiments  shared  by  many, 
form  perhaps  the  most  enduring 
monument  after  all. — GHA 
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Culture  and  Alcoholism  Rates 

(Continued  from  page  11) 

religious  institutions  as  it  does  in 
the  Jewish  and  Italian  groups. 

The  result  of  all  this  is  that  the 
group  member  who  starts  to  drink 
usually  does  so  with  great  emotional 
conflict  and  feeling.  He  may  feel 
guilty,  or  angry,  or  exhibitionistic,  or 
secretive.  This  is  what  happens,  says 
the  social  scientist  when  drinking 
customs  are  not  clear-cut,  understood 
and  agreed  upon  by  everyone  in  the 
group.  This  situation,  they  believe 
is  related  to  a  higher  than  average 
alcoholism  rate. 

Study  of  other  high  alcoholism 
groups,  including  the  Irish-Ameri- 
cans,  tends  to  bear  out  this  sociocul¬ 
tural  theory,  However,  the  scientists 
are  first  to  caution  that  they  have  not 
arrived  at  any  final  answers.  Much 
more  data  must  be  collected,  sifted 
and  studied  before  these  ideas  be¬ 
come  conclusive.  Nevertheless,  they 
do  point  the  way  to  a  new  and  fasci¬ 
nating  research  area  in  the  continu¬ 
ing  effort  to  find  answers  to  this 
age-old  problem. 

Who  Is  the  Problem  Drinker? 

(Continued  from  page  20) 

ground  and  completely  dominate  the 
personality,  is  the  pharmacological 
property  of  the  drug  itself.  The  pre¬ 
disposing  traits  urge  the  individual 
to  the  use  of  alcohol,  alcohol  empha¬ 
sizes  and  enhances  the  traits  them¬ 
selves,  and  so  the  individual  has  re¬ 
current  recourse  to  the  magical  sub¬ 
stance.  The  cycle  is  now  closed,  and 
it  is  vicious  indeed.  It  is  a  cyclical 
regime  which,  unless  it  can  be  inter¬ 
rupted,  will  lead  inexorably  to  ad¬ 
diction,  severe  physical  and  psychi¬ 
cal  damage,  and  death. 
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Coughing  and  Alcoholism 

(Continued  from  page  23) 

ing  to  the  description  of  the  studies 
as  given  by  the  investigators.  In 
nine  cases  the  description  was  vague 
in  some  respect  so  that  I  had  to  leave 
the  study  “unclassified”.  Looking  at 
this  table  leaves  me  with  the  feeling 
that  research  into  alcoholism  is  in 
a  pretty  healthy  state  throughout 
America.  I  do  feel  that  increased 
study  in  the  medical  and  psychiatric 
areas  is  called  for  as  well  as  more 
work  by  sociologists  and  psycholo¬ 
gists.  Larger  numbers  of  follow-up 
studies  are  really  needed,  and  there 
is  certainly  no  area  in  which  it  could 
be  said  too  much  work  is  being  done. 

TABLE  II:  Types  of  Research  into 
Alcoholism  Known  to  be  in  Progress 


in  115  Studies 

Laboratory:  Pharmacology, 
Metabolism,  Biochemistry, 

Endocrine,  Animal  Experiments, 

Medical  Effects  .  34 

School  teaching  about  alcoholism..  3 
Hospital  studies,  medical  studies, 

neurological,  psychiatric  .  15 

Sociological  .  12 

Drug  Studies .  7 

Other  treatment  procedures  .  7 

Group  Psychotherapy  .  4 

Psychological  Studies .  11 

Alcoholism  and  Industry  .  3 

Legal  aspects  of  Alcoholism  .  4 

Follow-up  Studies  .  6 

Unclassified  .  9 


Total  . 115 


The  answer  is  obvious.  If  you  are 
reading  this  in  North  Carolina,  con¬ 
tact  your  Legislators  before  they 
start  their  1959  session.  If  you  are 
reading  this  elsewhere,  support  your 
own  State  or  Province  program  or 
try  to  see  to  it  that  you  get  one  start¬ 
ed  if  your  state  is  not  listed  in  Table  I. 

31 


Books  of  Interest 


HOW  TO  STOP 
DRINKING 

By  Herbert  Brean 
Henry  Holt  &  Co.,  New  York 

183  p.p.,  $2.95 

E  hope  an  alcoholic  doesn’t  get 
hold  of  this  book  thinking  it’s 
the  answer  to  his  prayers,  because  if 
he  reads  it,  he  is  due  for  disappoint¬ 
ment.  Herbert  Brean  wrote  “How  to 
Stop  Drinking”  for  the  moderate-to- 
heavy  drinkers,  not  for  the  alcoholic. 
“This  is  a  book  about  drinking,  writ¬ 
ten  for  drinkers.  Not  for  the  confirm¬ 
ed  alcoholic  who  has  tried  to  stop 
drinking  and  found  he  cannot.” 

We  fail  to  see  the  purpose  of  this 
book,  other  than  to  tell  non-alcoholic 
drinkers  how  they  may  slow  down,  if 
they  choose  to.  Its  real  value  lies  in 
chapters  on  what  alcohol  does  in  the 
body,  why  people  drink,  and  the 
scope  of  the  drinking  problem  in  this 
country.  For  the  drinker  who  finds 
himself  in  trouble  and  who  eagerly 
picks  up  this  book  hoping  for  the 
answers,  it  has  little  merit  and  yet 
the  very  title  of  the  book  would 
suggest  that  here  is  the  long  sought- 
after  solution  to  a  problem  that  has 
wrecked  more  families  and  caused 
more  heartaches  than  practically  any 
other  social  problem  in  the  United 


States.  Evidently  Brean  chose  the 
book’s  title  to  correspond  with  his 
previous  book  on  smoking,  not  rea¬ 
lizing  how  misleading  he  was  being 
or  how  incomparable  the  problems 
of  smoking  and  drinking  are. 

Brean  says  the  public  wants  to  de¬ 
termine  .  .  .  “Whether  drinking  is 
really  moving  us  toward  alcoholism 
or  even  toward  problem  drinking.  If 
it  is,  what  steps  we  can  take  to  de¬ 
celerate  it  so  that  we  remain  well 
this  side  of  the  trouble  line  and  thus 
continue  to  enjoy  moderate  drinking 
all  our  lives.  If  it  is  nowhere  near 
the  trouble  zone,  how  we  can  make 
sure  it  stays  there.” 

This  last  point,  Brean  implies,  is 
easy — only  a  matter  of  self-control. 
He  also  implies  drink  itself  is  the 
real  problem,  mentioning  practically 
not  at  all  the  emotional  needs  of  the 
drinker. 

“There  has  been  more  study  and 
theorizing  about  the  alcoholic  than 
about  the  moderate  drinker,  which  is 
unfortunate  for  us,  and  which  some 
people  in  the  field  are  beginning  to 
regret.  It  can  be  argued  that  if  more 
attention  were  given  the  early  or 
moderate-to-heavy  drinker,  there 
might  be  fewer  alcoholic  ones.” 

Brean,  a  layman,  fills  in  this  gap 
left  by  scientists  with  such  chapters 
as  “What  Kind  of  Drinker  Are  You,” 
“The  Traits  of  the  Alcoholics”,  If 
You’d  Like  To  Slow  Down”,  “The 
Techniques  of  Deceleration”  and 
“The  Wayside,  and  How  Not  To  Fall 
By  It.” 

If  the  reader  has  his  mind  made  up 
to  stop  drinking  before  he  reads  this 
book,  he  will  possibly  find  the  chap¬ 
ter  on  techniques  of  deceleration  of 
some  help  (follows  basically  the  A  A 
principle  of  24-hours  at  a  time).  But 
those  drinkers  who  are  really  in 
trouble  will  never  admit  to  them¬ 
selves  that  they  have  a  drinking  prob¬ 
lem  long  enough  to  do  more  than  just 
glance  at  the  title  and  move  on. — CC 
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ALCOHOLIC  TREATMENT  SERVICES 


ARE  PROVIDED  BY  THE  FOLLOWING 

MENTAL  HYGIENE  CLINICS 


Competent  Help  Is  Available  At  The  Local  Level 


For  an  appointment  the  prospective  patient  or  patient's  relative 
should  call  or  write  to  the  nearest  Clinic  stating  the  problem  for 
which  help  is  requested. 

Inability  to  pay  is  no  barrier  to  receiving  the  services  of  Mental 
Hygiene  Clinics.  Fees  are  usually  based  on  income,  number  of 
dependents,  and  ability  to  pay.  It  is  a  sign  of  good  judgment  for 
the  person  who  has  an  alcoholic  problem  to  seek  help.  All  Clinics 
cooperate  with  the  N.  C.  Alcoholic  Rehabilitation  Program  and 
local  agencies  and  persons  interested  in  helping  problem  drinkers. 


WRITE  OR  PHONE 


Mental  Hygiene  Clinic 

61  5  Wills  Forest  Rd. 

RALEIGH,  N.  C. 

Phone:  TE  4-6484 
Monday  through  Friday 

Mental  Hygiene  Clinic 
Room  415,  City  Hall 
ASHEVILLE,  N.  C. 

Phone:  3-8343 
Monday  through  Friday 

Alcoholism  Clinic  of  the 
Psychiatric  Out-Patient  Service 
N.  C.  Memorial  Hospital 
CHAPEL  HILL,  N.  C. 

Phone:  9031 

Mental  Hygiene  Clinic 

1618  Elizabeth  Avenue 
CHARLOTTE,  N.  C. 

Phone:  3-5441  &  3-5442 
Monday  through  Friday 


Forsyth  County  Program 
On  Alcoholism 

7th  &  Woodland  Streets 
WINSTON-SALEM,  N.  C. 

Phone:  PArk  3-2471,  Ext.  29 
Monday  through  Friday 

Graylyn  Hospital 

WINSTON-SALEM,  N.  C. 

Phone:  3-7391 

FRIDAY  ONLY.  This  is  purely  a 
Clinic  for  alcoholics  and  their 
families.  Out-Patient  mental 
hygiene  clinic  is  located  at  Bap¬ 
tist  Hospital,  Winston-Salem. 

Cumberland  County 
Guidance  Center 

1  1  5  Bow  Street 
FAYETTEVILLE,  N.  C. 

Phone:  2-8120 

This  clinic  is  also  serving  as  a 
temporary  information  center 
for  alcoholics  and  their  families. 


Toward  helping  patients  to  re-establish  satisfactory  social  relations  all  Clinics 
make  their  services  available  to  wives,  husbands,  or  other  close  relatives 
of  patients. 
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ARP  EDUCATBON  AND  INFORMATION  SERVICES 

INVENTORY— bimonthly  magazine  using  the  techniques  of  education  in 
presenting  facts  about  alcoholism  in  popular,  illustrated  style. 

Films — on  alcohol  facts  and  personality  health  for  distribution  among  groups 
interested  in  brief,  factual  motion  picture  studies.  Obtainable  from  State 
Health  Department. 

The  ARC  Brochure — illustrated  booklet  on  North  Carolina’s  program  for 
treating  alcoholism  as  an  emotional  sickness. 

The  New  Cornerstones — ARP  family  manual  giving  basic  facts  about  alco¬ 
holism  and  suggestions  for  coping  with  the  personality  sickness. 

The  Lonesome  Road — eight  sets  of  eight  15-minute  radio  narratives  drama¬ 
tizing  the  way  of  the  alcoholic,  for  use  on  local  stations. 

Anyone  You  Know? — radio  drama  of  the  steps  to  alcoholism,  to  voluntary 
treatment,  to  rehabilitation,  in  15-minute  records. 

ARP  Staff  Speakers — members  of  the  ARP’s  Raleigh  and  Butncr  staffs  are 
available  for  speeches  before  civic  and  professional  groups. 

Library  Display — Primarily  for  local  public  libraries;  also  available  to  school 
librarians  and  principals.  All  requests  should  be  made  through  local  public 
library  to  N.  C.  State  Library,  Raleigh. 

Book  Loan  Service — kits  containing  reference  books  and  pamphlets  on 
alcoholism.  Available  to  teachers  from  the  N.  C.  Alcoholic  Rehabilitation 
Program,  Raleigh. 

Consultant  Service  for  establishment  of  local  programs. 

These  services  are  free  upon  request  of  citizens  residing  in  North  Carolina. 
For  free  materials  in  limited  quantity,  write 

N.  C.  Alcoholic  Rehabilitation  Program 
P.  O.  Box  9494 
Raleigh,  N.  C. 


Entered  as  Second-Class  Matter  at  the  Post 
Office,  Raleigh,  N.  C.,  under  the  authority 
of  the  Act  of  August  24,  1912. 
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N.C.  ALCOHOLIC  REHABILITATION  CENTER 


BUTNER,  N.  C. 


The  N.  C.  Alcoholic  Rehabilitation  Center  is 
a  facility  for  the  treatment  of  male  and  female 
problem  drinkers  who  request  admission.  The 
clinic  is  located  at  Butner,  N.  C.,  and  is  operated 
by  the  North  Carolina  Alcoholic  Rehabilitation 
Program  under  the  N.  C.  Hospitals  Board  of 
Control.  Admission  to  the  Center  is  strictly 
voluntary.  The  cost  of  treatment  is  $75  for  28 
days’  stay. 

Butner  Treatment  Methods 

Treatment  at  the  Center  is  by  psychotherapy 
and  consists  of  group  discussions  led  by  the 
clinical  personnel,  educational  films,  individual 
consultatons  with  the  doctors,  vocational  guid¬ 
ance,  recreation,  rest,  proper  food  and  prescribed 
medications.  Butner  is  staffed  by  the  Clinical 
Director,  four  other  physicians,  a  chaplain,  a 
phychologist,  social  worker,  a  recreation  di¬ 
rector,  an  occupational  therapist,  and  ten  at¬ 
tendants. 

The  Butner  Patients 

Patients  must  come  to  Butner  of  their  own 
free  will.  No  patients  are  accepted  by  court 
order.  The  patient  who  is  sincere  in  wanting 
help  and  comes  voluntarily  to  the  Center  stands 
a  much  better  chance  of  a  successful  rehabilita¬ 
tion  than  the  one  who  is  pressured. 

Entrance  Requirements 

1.  Admission  is  by  appointment  only  in  re¬ 
sponse  to  written  application  to  the  Medical 
Superintendent,  Butner,  N.  C.,  expressing  vol¬ 
untary  desire  for  treatment. 

2.  A  complete  social  history  compiled  by  a 
trained  social  worker  in  the  local  Public  Welfare 
Department  or  Family  Service  Agency,  and  a 
complete  medical  history,  compiled  by  the  pa¬ 
tient’s  family  physician  are  necessary. 


3.  A  fee  of  $75,  in  cash  or  certified  check, 
must  be  paid  upon  admission. 

4.  The  signing,  on  admission,  of  a  letter- 
statement,  which  requests  voluntary  admission. 

It  is  especially  important  that  patients  apply¬ 
ing  for  admission  to  the  NCARP  Treatment 
Center  have  a  thorough  medical  examination 
and  be  in  good  physical  condition  at  the  time 
of  their  admission.  There  are  no  facilities  pro¬ 
vided  at  the  Rehabilitation  Center  for  the  treat¬ 
ment  of  physical  illness.  Patients  are  expected 
to  enter  into  the  recreation  program  and  to  per¬ 
form  certain  daily  chores  assigned  to  them. 
Padents  with  serious  disabilities  which  would 
prevent  their  climbing  steps  are  advised  not  to 
seek  admission,  inasmuch  as  sleeping  quarters 
are  on  the  second  floor. 

Admitting  Hours 

8  A.M.  to  1 1  A.M.  Monday  through  Friday 
1  P.M.  to  3  P.M.  Monday  through  Friday 

Patients  must  be  sober  upon  admission,  and  in 
good  physical  condition.  No  visitors  are  allowed. 
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From  ’Round  The  World 


A  feature  designed  to  help  you  keep  posted 
on  developments  in  the  field  of  alcoholism. 


POLAND:  The  government  of  Poland  is  attempting  to  combat  the  problem  of  alco¬ 
holism  in  two  ways.  First  by  operating  alcoholism  clinics  in  every  large  city 
in  the  country  and  secondly  by  proclaiming  "non-alcohol ic"  days,  during 
which  a  ban  is  placed  on  the  sale  of  hard  liquor.  Non-alcoholic  days  are  set 
before  the  first  and  fifteenth  day  of  each  month,  which  fall  on  weekends 
and  paydays. 


RALEIGH:  The  NCARP  played  host  at  the  last  portion  of  the  semi-annual  conference 
of  North  Carolina  Health  Educators  which  was  held  December  5,  in  Raleigh. 
At  the  close  of  the  regular  meeting,  all  attending  educators  were  invited  to 
the  ARP  offices  where  the  ARP's  treatment  program  and  educational  resources 
were  explained  and  discussed. 


WASHINGTON,  D.  C.:  A  Research  Institute  on  Problems  of  Alcohol  and  Alcoholism 
was  held  October  25-26  in  Washington,  sponsored  by  the  North  American 
Association  of  Alcoholism  Programs.  Funds  for  the  Institute  came  from  a 
grant  of  $9000  awarded  to  the  NAAAP  by  the  U.  S.  Department  of  Health, 
Education  and  Welfare.  The  Institute  brought  together  many  notable  pro¬ 
fessionals  working  in  the  field  of  alcoholism. 

CHICAGO:  The  "scrap  iron  cocktail"  is  the  newest  bootleg  drink  to  alarm  the  medical 
profession.  The  concoction— popular  along  skid  rows— is  started  by  dumping 
yeast,  cracked  corn  or  corn  meal  and  sugar  into  a  large  metal  drum.  Rubbing 
alcohol  and  mothballs  are  added.  A  dash  of  Clorox  speeds  up  fermentation. 
Writing  in  the  Journal  of  the  American  Medical  Association,  a  team  of  South 
Carolina  scientists  reports  that  the  drink  produces  serious  mental  disturbances, 
including  tremors  and  hallucinations. 


NORTH  CAROLINA:  An  Institute  on  Alcoholism  was  held  at  Atlantic  Christian  College 
in  Wilson  on  November  3.  The  Institute  was  sponsored  by  the  Committee  on 
Alcoholism  of  jthe  N.  C.  Council  of  Churches,  Atlantic  Christian  College,  the 
Ministers'  Association  and  the  N.  C.  Convention  of  Christian  Churches.  Roy 
B.  Barham,  Chaplain  at  the  NCARP  Treatment  Center,  was  chairman  of  the 
planning  committee.  The  Institute,  which  was  well  attended  by  ministers  of 
all  denominations,  included  lectures  and  discussions  on  the  nature  of  alco¬ 
holism,  counselling  the  alcoholic,  the  minister  and  AA,  and  a  case  study 
through  role  playing  which  was  directed  by  Roberta  E.  Lytle  of  the  ARP. 
Dr.  Norbert  Kelly,  ARP  Executive  Director,  closed  the  Institute  with  a  discus¬ 
sion  of  resources  available  for  the  minister. 
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NORTH  CAROLINA:  A  syndicated  newspaper  series  titled  "Our  Drinking  Habits"  has 
been  appearing  in  some  of  the  state's  leading  newspapers.  The  author  is 
Howard  Whitman,  one  of  the  nation's  outstanding  writers  on  social  problems. 
This  distinguished  piece  of  reporting  deals  with  today's  drinking  patterns  and 
how  each  individual  citizen  may  be  involved.  The  series  begins  with  an 
analysis  of  the  Saturday  night  party  in  modern  suburbia,  which  Whitman 
labels  "mass  anesthesia,"  and  closes  with  a  factual  discussion  of  alcoholism 
causes  and  treatment. 


NEW  HAVEN:  A  native  son  of  North  Carolina— Dr.  David  Pittman,  formerly  of  Rocky 
Mount— is  co-author  of  "The  Revolving  Door",  published  by  the  Yale  Center  of 
Alcohol  Studies  and  Free  Press  of  Glencoe.  Illinois.  "Revolving  Door"  presents 
the  results  of  a  study  conducted  in  New  York  State  of  repeatedly  jailed 
chronic  alcoholics.  The  book  is  one  of  a  series  of  monographs  published  by 
the  Yale  Center.  Dr.  Pittman,  professor  of  sociology  at  Washington  University, 
St.  Louis,  Missouri,  was  a  Phi  Beta  Kappa  graduate  of  the  University  of  North 
Carolina. 


DENMARK:  The  world  famous  woman  journalist,  Inez  Robb,  recently  commented  on 
a  new  Danish  invention— that  of  the  perfection  of  an  automobile  engine  which 
refuses  to  work  the  instant  it  "whiffs  so  much  as  a  hint  of  alcohol  on  the 
driver's  breath."  The  inventor,  Hellweg  Friborg  of  Denmark,  declares  that 
not  even  chlororphyll  will  help  when  it  comes  to  this  "electronic  atmosphere- 
taster."  Says  columnist  Robb,  "It's  just  possible  that  Hellweg's  invention  would 
paralyze  all  traffic  out  of  country  clubs  after  9  p.m.  on  any  given  occasion, 
and  create  such  anarchy  and  congestion  at  cocktail  parties  that  this  form  of 
entertainment,  if  such  it  be,  might  eventually  disappear." 


SAN  FRANCISCO:  A  hostel  for  alcoholic  men  has  been  opened  in  San  Francisco. 
The  hostel  will  not  act  as  a  treatment  center  but  as  a  rehabilitation  center 
for  men  who  have  stopped  drinking  but  are  not  yet  confident  enough  to 
return  to  society  again.  Over  forty  patients  can  be  accepted  into  the  hostel  at 
a  time  and  admission  is  not  subject  to  race,  creed  or  color.  The  hostel  has 
been  named  the  Henry  Ohlfoff  House  after  a  recently  deceased  Protestant 
Episcopal  priest  who  long  worked  with  alcoholics.  In  addition  to  providing 
alcoholics  with  a  temporary  home,  the  hostel  plans  to  establish  an  employ¬ 
ment  service  and  counseling  and  social  activities.  AA  groups  in  San  Francisco 
are  cooperating  wholeheartedly  and  AA  meetings  are  held  regularly  at  the 
House. 


BIRMINGHAM:  The  1958  Southern  Regional  Conference  on  Alcoholism  was  held 
November  6-7  at  the  Tutwiler  Hotel  in  Birmingham.  Sponsored  by  the  seven 
member  states  of  the  Conference,  Alabama,  Arkansas,  Georgia,  Louisiana, 
Mississippi,  Tennessee  and  Texas,  the  purpose  of  the  Conference  was  to 
promote  public  education  on  alcoholism;  to  activate  action  groups  on  a  local 
level  through  community  leaders;  to  serve  as  a  liaison  between  state  agencies 
and  local  groups  and  to  coordinate  the  disciplines  closely  related  to  the 
alcoholic  into  a  more  effective  team  approach  to  the  problem.  Conference 
chairmen  were  Mrs.  Marty  Mann  of  the  National  Council  on  Alcoholism  and 
Nimrod  Frazer,  administrator  of  the  Alabama  Commission  on  Alcoholism.  The 
NCARP  was  represented  by  Miss  Roberta  Lytle,  Psychiatric  Social  Work 
Consultant. 
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College  Professor  Writes 


State  Fair  Subscriber 

Please  put  my  name  on  your  free 
mailing  list.  I  brought  home  a  copy 
of  “Inventory”  from  your  booth  at 
the  State  Fair.  I  would  like  to  receive 
“Inventory”  regularly. 

Mrs.  M.  E.  Taylor 
Smithfield,  N.  C. 

Thinks  “Inventory”  Would  Help 

I  am  a  student  at  the  Pennsylvania 
State  University  and  am  interested 
in  going  into  alcoholic  rehabilitation 
work  after  I  complete  my  studies  at 
a  Methodist  Seminary.  I  would  like 
to  receive  copies  of  your  magazine 
because  I  think  they  would  help  me 
get  a  better  view  of  the  problem  I’ll 
have  to  face  in  my  work. 

George  Crighton,  Jr. 
Pennsylvania  State  College 

Wants  “Cornerstones” 

I  would  like  to  obtain  a  copy  of 
the  booklet,  New  Cornerstones  .  .  . 
My  husband  is  a  patient  at  the  Al¬ 
coholic  Rehabilitation  Center  at  But- 
ner.  I  would  like  to  read  your  book 
so  that  I  might  better  understand 
how  to  live  with  an  alcoholic. 
Anonymous 
Wakulla,  N.  C. 


While  I  was  doing  my  graduate  work 
at  Duke  University,  I  came  into  con¬ 
tact  with  INVENTORY  and  found 
it  a  most  interesting  and  helpful 
publication.  I  should  like  to  continue 
reading  it.  In  my  work  as  a  college 
professor,  I  often  meet  persons  who 
need  guidance  and  help  with  the 
problem  of  alcohol. 

Coburn  Gum 

St.  Petersburg,  Florida 


Minister  Needs  Literature 

I  would  appreciate  your  putting 
my  name  on  your  mailing  list  for  IN¬ 
VENTORY  and  if  you  have  any  more 
copies  of  “Alcoholics  Are  God’s  Child¬ 
ren,  Too”,  I  would  appreciate  your 
sending  me  a  copy.  Any  literature 
which  you  might  have  which  would 
be  helpful  in  dealing  with  a  referen¬ 
dum  on  alcoholic  beverages  which 
will  be  held  in  our  county  early  next 
year  would  also  be  greatly  appreciat¬ 
ed. 

James  H.  Ballard,  Pastor 
Cane  Creek  Baptist  Church 
Hillsboro,  N.  C. 


A  Recovered  Alcoholic  Writes 

Since  I’m  a  recovered  alcoholic 
myself,  I  am  more  than  vitally  in¬ 
terested  in  this  subject.  In^my  Twelth 
Step  work,  I  came  across  many  peo¬ 
ple  who,  like  myself,  need  more  than 
the  AA  philosophy  alone.  I  have  and 
am  still  using  some  of  your  litera¬ 
ture.  Your  magazine  INVENTORY  is 
the  finest  thing  I  have  run  across  to 
date.  Although  I  am  a  resident  of 
New  York  State,  I  would  be  grateful 
if  you  would  place  me  on  your  mail¬ 
ing  list.  I  can  promise  you  that  it 
would  be  put  to  good  use. 

A  recovered  alcoholic 
Rochester,  New  York 
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ARTICLES  AND  FEATURES  OF  INTEREST  ON  ALCOHOL  AND  ALCOHOLISM 


BY  JOHN  L.  SANDERS,  M.A 

EDUCATIONAL  DIRECTOR 


Off  to  a  slow  start ,  this  state  forged  ahead  to 
develop  a  balanced  attach  on  a  major  problem. 


THE  presence  of  twenty-one  per¬ 
sons  from  Alabama  at  the  1958 
Yale  Summer  School  of  Alcohol 
Studies  heralded  a  new  development 
on  the  alcoholism  front  in  Alabama. 
Alabama’s  attendance  record  was  top¬ 
ped  only  by  North  Carolina,  a  peren¬ 
nial  contender  for  attendance  honors. 

The  significance  in  the  number  of 
Alabamians  at  the  Summer  School 
lay  in  the  fact  that  nineteen  of  the 
twenty-one  were  provided  scholar¬ 
ships  by  the  Alabama  Commission  on 
Alcoholism.  This  scholarship  pro¬ 
gram  is  only  one  aspect  of  a  greatly 
expanded  effort  in  the  alcoholism 
field  in  Alabama  made  possible  by  a 
1957  legislative  appropriation. 


This  appropriation  of  $150,000  an¬ 
nually  was  the  largest  in  the  Com¬ 
mission’s  thirteen-year  history.  It 
meant  a  victory  that  had  been  long 
anticipated  and  worked  for  by  friends 
of  the  Commission.  A  great  deal  of 
the  organized  support  for  the  1957 
bill  came  from  the  Jefferson  County 
(Birmingham)  Committee  on  Alco¬ 
holism. 

The  increased  appropriation  made 
a  rehabilitation  program  possible  for 
the  first  time,  and  the  new  legislation 
specifically  called  for  the  establish¬ 
ment  of  an  outpatient  treatment  pro¬ 
gram  for  alcoholics.  It  gave  the  Com¬ 
mission’s  Board  and  administrative 
staff  a  great  deal  of  discretion  in 
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carrying  out  this  objective. 

After  a  long  period  of  waiting,  the 
citizens  of  Alabama  can  now  realize 
the  balanced  program  and  forceful 
attack  on  the  alcoholism  problem 
called  for  in  pioneer  legislation  pass¬ 
ed  June  16,  1945.  On  that  eventful 
date,  Alabama  became  the  first  state 
to  pass  a  law  recognizing  alcoholism 
as  an  illness  and  at  the  same  time 
establishing  an  agency  to  educate  the 
public  on  the  nature  of  the  problem 
and  to  set  up  a  rehabilitation  pro¬ 
gram.  This  agency  was  given  the  of¬ 
ficial  title  of  Commission  on  Edu¬ 
cation  With  Respect  to  Alcoholism. 

Alabama’s  pioneering  feat  received 
relatively  little  national  notice,  how¬ 
ever,  probably  because  of  the  small 
initial  appropriation  of  only  $5,000. 
It  was  eclipsed  about  one  month  later 
by  a  Connecticut  law  which  gave  a 
larger  appropriation  and  made  pos¬ 
sible  a  more  extensive  program.  Until 
1957,  the  Commission’s  appropriation 
never  climbed  above  $16,000,  and  with 
a  limited  staff  the  primary  emphasis 
was  on  education  of  the  general  pub¬ 
lic. 

A  few  members  of  early  Alcoholics 
Anonymous  groups  in  Alabama,  with 
direct  assistance  from  Mrs.  Marty 
Mann,  were  responsible  for  getting 
Governor  Chauncey  Sparks  to  spon¬ 
sor  the  Commission’s  initial  legis¬ 
lation  in  1945.  Individual  members  of 
Alcoholics  Anonymous,  in  their  ca¬ 
pacity  as  private  citizens,  supplied 
the  sustaining  force  for  the  Commis¬ 
sion  during  its  decade  of  struggle  for 
growth  and  expansion. 

Beginning  in  1946,  most  of  the  re- 
sponsiblity  for  the  Commission’s  ac¬ 
tivities  rested  with  Mrs.  Inez  Rach, 
who  served  as  information  specialist. 
Although  faced  with  limited  funds, 
she  carried  on  an  aggressive  edu¬ 
cational  program  which  emphasized 
personal  contact  with  community 
leaders.  She  attended  the  Yale  Sum¬ 
mer  School  of  Alcohol  Studies  in  1947. 
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responsible  for  the  formation  of  the 
Commission's  research  program. 


The  original  policy-making  struc¬ 
ture  of  the  Commission  has  remained 
unchanged.  Hence,  the  people  who 
hold  the  positions  of  State  Health 
Officer,  Head  of  State  Hospitals,  Di¬ 
rector  of  the  Welfare  Department, 
Chairman  of  the  Psychiatry  Depart¬ 
ment  of  the  University  of  Alabama 
Medical  School,  and  Director  of  the 
Division  of  Vocational  Education  of 
the  Department  of  Education  are 
automatically  members  of  the  Com¬ 
mission’s  Board.  The  governor  is  ex 
officio  chairman  of  the  Board  and  is 
allowed  to  appoint  two  lay  members, 
who  bring  the  total  number  on  the 
Board  to  seven.  This  seven-member 
board  obviously  lends  itself  to  effect¬ 
ive  interagency  cooperation  and  gives 
the  policy-making  role  to  professional 
leaders  in  the  fields  of  health,  mental 
hygiene,  educational  and  social  wel¬ 
fare. 
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Under  the  1957  legislation,  the  pres¬ 
ent  administrator,  Nimrod  T.  Frazer, 
was  hired  in  December,  1957.  He  was 
given  the  responsibility  for  planning 
and  carrying  out  a  greatly  expanded 
program.  Frazer  immediately  realized 
that  an  important  first  step  was  to 
take  advantage  of  the  knowledge 
and  experience  that  existed  in  other 
states,  especially  in  the  area  of  treat¬ 
ment.  Therefore,  he  visited  and  talk¬ 
ed  to  directors  of  state  programs  in 
Connecticut,  Florida,  Georgia,  and 
North  Carolina.  He  also  consulted 
the  directors  of  the  Yale  Center  of 
Alcohol  Studies  and  visited  the  Gen¬ 
eral  Service  Headquarters  of  Alco¬ 
holics  Anonymous  in  New  York. 

Frazer  concluded,  on  the  basis  of 
his  firsthand  study,  that  a  well- 
balanced  program  should  include  the 
functions  of  treatment,  education, 
and  research.  An  effective  treatment 
program,  as  he  began  to  visualize  it, 
would  need  strong  support  from  both 
education  and  research. 

The  1957  law  provided  a  guide  for 
the  type  of  treatment  program  to 
establish,  since  it  emphasized  an 


outpatient  clinical  approach.  Frazer 
found  strong  support  for  this  em¬ 
phasis,  particularly  on  the  part  of 
the  administrator  of  the  Connecti¬ 
cut  program,  who  pointed  out  that 
a  comparison  of  per  capita  expendi¬ 
ture  with  results  obtained  in  Con¬ 
necticut  revealed  that  the  outpatient 
clinics  were  a  better  investment  than 
an  inpatient  facility.  Hence,  Frazier 
decided,  with  the  approval  of  the 
Commission’s  Board,  that  three 
clinics  should  be  established  initially 
and  located  in  major  population  cen¬ 
ters.  Present  plans  call  for  the  set¬ 
ting  up  of  a  network  of  outpatient 
treatment  clinics  throughout  the 
state  in  accordance  with  need  and 
staffing  possibilities. 

The  first  clinic  was  opened  in 
Birmingham  on  July  28,  and  a  sec¬ 
ond  clinic  is  to  be  opened  in  Mont¬ 
gomery  in  November.  The  staffing 
pattern  in  the  clinics  is  similar  to 
that  adhered  to  by  Connecticut  and 
Florida.  Included  on  the  staff  of 
the  Birmingham  clinic  are  a  full¬ 
time  psychiatrist,  two  full-time  psy- 


Birmingham  Clinic  opening:  L  to  R  are  Dr.  E.  M.  Fuchs,  Clinic  Director, 
H.  J.  Harper,  city’s  citizens  comm,  head,  Nimrod  Frazer  and  Dr.  J.  S. 
Tarwater  of  the  Commission,  and  Lt.  Gov.-Elect  Albert  Boutwell 
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chiatric  social  workers,  a  part-time 
general  physician,  a  part-time  clini¬ 
cal  psychologist,  a  receptionist  and 
a  clerk-typist.  The  psychiatrist,  Dr. 
Edwin  M.  Fuchs,  is  director  of  the 
clinic. 

The  Commission  has  no  immedi¬ 
ate  plans  for  inpatient  treatment. 
It  feels  that  the  general  hospitals 
in  the  state  should  be  encouraged  to 
admit  and  properly  treat  acutely  in¬ 
toxicated  alcoholics  and  those  other¬ 
wise  needing  hospitalization-  A  sur¬ 
vey  has  recently  been  conducted  for 
the  Commission  to  determine  the 
availability  of  treatment  for  alco¬ 
holics  all  over  the  state  offered  by 
general  physicians,  general  hospitals, 
state  hospitals  and  others.  This  sur¬ 
vey  is  considered  a  vital  step  to¬ 
ward  obtaining  a  greater  use  of  these 
resources  in  the  treatment  of  alco¬ 
holics. 

Education  Supports  Treatment 

To  make  the  treatment  program 
more  successful,  the  Commission’s 
educational  activities  play  a  major 
supporting  role.  With  rehabilitation 
efforts  in  the  limelight,  the  education 
function  revolves  around  treatment 
by  focusing  public  attention  on  the 
services  available  to  the  treatment 
team,  informs  the  public  about  treat¬ 
ment  facilities,  emphasizes  the  need 
of  early  case-finding  and  works  with 
sources  of  patient  referral. 

The  importance  given  to  the  edu¬ 
cation  function  was  shown  when  a 
full-time  educational  director,  John 
L.  Sanders,  was  hired  in  February, 
1958.  Sanders  attended  the  1958  Yale 
Summer  School  of  Alcohol  Studies. 
In  addition  to  being  responsible  for 
the  education  program,  he  is  also  in 
charge  of  research. 

The  Commission  attempts  to  di¬ 
rect  its  educational  efforts  at  parti¬ 
cular  professional  groups  as  well  as 
the  general  public.  A  professional 


treatment  digest,  originating  at  the 
Yale  Center  of  Alcohol  Studies,  is 
mailed  to  5,000  people  in  related  pro¬ 
fessions,  and  select  literature  has 
been  stocked  with  these  professional 
people  in  mind.  Conferences  and 
workshops  are  also  planned  for 
these  groups.  During  1958,  the  Com¬ 
mission  will  have  participated  in  the 
Alabama  Conference  of  Social  Work, 
the  Probation  and  Parole  Confer¬ 
ence,  a  statewide  nurses’  workshop 
on  alcoholism,  and  the  Southern 
Regional  Conference  on  Alcoholism. 
In  addition,  it  plans  to  show  a  large 
exhibit  at  the  State  Labor  Conven¬ 
tion. 

Exhibit  Purchased 

A  fourteen-unit  education  exhibit 
was  purchased  from  the  Cleveland 
Health  Museum  of  Cleveland,  Ohio. 
It  is  believed  to  be  one  of  the  largest 
multiple-unit  exhibits  on  alcoholism 
used  by  a  state  program.  The  ex¬ 
hibit  was  displayed  at  all  of  the  five 
major  fairs  in  the  state  this  year, 
attracting  considerable  attention  and 
favorable  comment.  It  will  be  used 
in  conjunction  with  conventions  and 
workshops  and  on  other  occasions. 

Realizing  that  the  Commission 
alone  cannot  carry  the  burden  of 
treatment  and  education,  scholar¬ 
ships  are  provided  on  a  competitive 
basis  by  the  Commission  to  persons 
in  fields  where  alcoholism  is  an  im¬ 
mediate  or  related  problem.  Many 
of  these  recipients  of  Commission 
scholarships  are  expected  to  serve 
on  a  speakers  bureau  which  is  ex¬ 
pected  to  be  formally  organized  soon. 

Other  Educational  Tools 

Other  tools  used  by  the  Commis¬ 
sion  in  its  education  program  are  a 
film  library,  free  literature,  news  re¬ 
leases  and  special  radio  and  televi¬ 
sion  programs.  A  bimonthly  publi¬ 
cation  dealing  with  state  news  and 
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containing  articles  with  general  pub¬ 
lic  appeal  is  in  the  planning  stage. 

A  questionnaire  survey  has  been 
made  of  college  and  public  libraries 
to  determine  their  holdings  on  alco¬ 
holism.  Gift  packets  of  books  and 
pamphlets  will  soon  be  presented  to 
these  libraries  to  correct  their  de¬ 
ficiencies. 

Finally,  in  its  education  program 
the  Commission  stresses  the  need 
for  community  responsibility  and 
interagency  cooperation.  It  attempts 
to  work  with  local  committees 
wherever  they  exist  and  is  studying 
the  prospects  for  encouraging  the 
development  of  these  committees. 
The  Commission  has  been  fortunate 
in  establishing  cooperative  relations 
with  several  related  state  agencies. 
A  working  relationship  with  other 
departments  is  facilitated  since  the 
policymaking  board  of  the  Commis¬ 
sion  is  composed  of  the  heads  of  im¬ 
portant  state  departments  and  di¬ 
visions.  This  structure  makes  pos¬ 
sible  the  channeling  of  information 
on  alcoholism  through  sympathetic 
officials. 

In  the  area  of  research,  the  Com¬ 
mission  has  concentrated  on  fact¬ 
finding  surveys  to  get  an  objective 
picture  of  the  status  quo  in  the  fields 
of  treatment  and  education.  In  early 
April,  an  interdisciplinary  commit- 


A  hillbilly  came  to  town  carrying  a 
jug  of  moonshine  in  one  hand  and  a 
shotgun  in  the  other.  He  stopped  a  man 
on  the  street  saying,  “Here  friend,  take 
a  drink  out  of  my  jug”. 

The  man  protested  that  he  did  not 
want  a  drink. 

The  hillbilly  leveled  his  shotgun  at 
the  stranger  and  said,  “Drink!” 

The  stranger  drank,  then  shuddered, 
shook,  and  coughed.  “Gad,  that’s  awful 
stuff.” 

“Ain’t  it?”  said  the  hillbilly.  “Now  hold 
the  gun  on  me  an  I’ll  take  a  gulp”. 


tee  of  college  professors  was  asked 
to  outline  a  comprehensive  research 
program  for  the  Commission.  Many 
of  the  members  of  the  committee 
had  previously  attended  the  Yale 
Summer  School  of  Alcohol  Studies. 

The  first  phase  of  this  committee’s 
recommendations  was  carried  out 
this  summer  for  the  Commission 
under  the  direction  of  two  university 
professors.  The  purpose  of  their 
study  project  was  to  determine  what 
facilities  exist  in  the  state  for  the 
treatment  of  alcoholics  as  well  as 
medical  and  hospital  approaches  to 
treatment.  The  results  of  this  survey 
will  guide  the  Commission  in  the 
establishment  of  its  own  treatment 
program. 

Another  survey  project,  which  will 
be  started  in  November,  will  be  an 
education  study  to  determine  public 
knowledge  of  alcoholism,  the  Com¬ 
mission,  and  attitudes  on  the  alco¬ 
holic  problem.  Once  completed,  this 
study  will  help  give  direction  to  the 
education  program  and  provide  a 
basis  for  evaluating  educational  ef¬ 
forts. 

In  summary,  although  Alabama 
was  an  early  pioneer  in  the  alcohol¬ 
ism  legislative  field,  its  Commission 
on  Alcoholism,  established  to  deal 
with  the  problem,  for  over  a  decade 
experienced  negligible  growth.  A 
greatly  increased  appropriation  in 
1957,  made  possible  an  extensive  pro¬ 
gram.  This  program  calls  for  a  bal¬ 
ance  between  education,  treatment 
and  research.  It  recognizes  the  im¬ 
portance  of  cooperation  between  re¬ 
lated  disciplines  and  public  agencies, 
and  the  Commission’s  staff  is  aware 
of  the  need  for  the  community  to  ac¬ 
cept  a  large  share  of  responsibility. 
Finally,  it  calls  for  an  objective  and 
continuing  evaluation  of  the  total 
program  so  that  better  service  may 
be  provided  and  a  more  effective  job 
done. 
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BY  MILTON  GOLIN 

ASSISTANT  TO  THE  EDITOR 
AMA  JOURNAL 

From  the  pages  of  THE  JOURNAL  of  the  American  Medical 
Association  comes  this  article  telling  of  the  new  war  on  alco¬ 
holism  as  it  is  being  waged  by  the  medical  profession  in  al¬ 
liance  with  civic,  religious,  governmental,  business,  labor, 
educational,  and  other  forces,  A  truly  distinguished  job  of 
reporting  on  a  highly  complex  subject. 
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THIS  is  alcoholism:  A  complex 
disease  that  prompts  the  un¬ 
thinking  to  joke  about  drunks  but 
can  leave  families  homeless  and  pen¬ 
niless;  a  massive  medical  puzzler 
which  is  no  less  soluble  because  it 
also  is  a  major  sociological  and  eco¬ 
nomic  problem;  a  public  cancer  that 
can  turn  some  men  against  them¬ 
selves  but  to  which  others  are  com¬ 
pletely  resistant;  a  blight  so  singu¬ 
larly  human  that  the  Bible  warns 
against  it,  Shakespeare  diagnoses  it, 
and  Tennessee  Williams  builds  a 
prize-winning  play  around  it. 

Alcohol  Not  Culprit 

Drink  has  taken  5  million  men  and 
women  in  the  United  States,  taken 
them  as  masters  take  slaves,  and  new 
acquisitions  are  going  on  at  the  rate 
of  200,000  a  year.  Yet,  the  disease 
that  lurks  in  alcohol  is  a  fickle  tyrant 
— choosing,  unexplainably,  the  one 
drinker  out  of  every  16  over  whom  it 
is  able  to  exert  complete  control. 
This  is  because,  in  a  larger  sense,  the 
culprit  is  not  alcohol.  It  is  alcohol¬ 
ism.  Oddly  enough,  the  great  ma¬ 
jority  of  drinkers  cannot  acquire  this 
sickness  no  matter  how  hard  they 
may  try. 

One  who  tried  is  a  New  York  City 
physician  who,  purely  in  the  interest 
of  medical  science,  set  out  to  prove 
with  his  own  body  that  alcohol  was 
as  addictive  as  morphine.  He  loaded 
the  trunk  of  his  car  with  cases  of 
whisky  and  drove  to  an  isolated 
cabin  in  New  England.  There,  day 
after  day  and  night  after  night,  he 
drank  and  sang  and  drank.  But  he 
was  not  happy.  For  at  the  end  of  one 
solid  month  in  inebriation,  when  this 
doctor  returned  to  his  office  to  meas¬ 
ure  his  cravings  and  physical  de¬ 
pendency  upon  alcohol  as  a  drug, 
only  one  thing  was  certain:  He  did 
not  want  to  look  at  liquor  for  the  rest 
of  his  life. 

What  the  experiment  did  prove 
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(and  the  proof  is  not  new)  was  that 
alcoholism,  like  cancer,  cannot  be 
implanted  in  simply  anyone  by 
physiological  means  alone.  A  multi¬ 
plicity  of  other :  conditions  also  are 
disease  factors.  Tests  with  animals 
tend  to  bear  this  out.  An  elephant,  for 
example,  is  subject  to  severe  stomach 
cramps  if  it  is  exposed  to  cold  weath¬ 
er  for  any  great  length  of  time  and 
will  start  trumpeting  with  pain.  Its 
physical  hurt  plus  accompanying 
psychological  stress  can  be  relieved 
by  a  large  bucket  of  gin  and  ginger. 
But,  after  taking  this  remedy  a  few 
times  the  elephant  becomes  a  crafty 
alcoholic,  feigning  pain  and  moaning 
pitifully  for  his  daily  swig.  Cats  have 
been  turned  into  alcoholics  by  spik' 
ing  their  milk  with  liquor  while  plac¬ 
ing  them  in  a  variety  of  frustrating 
situations.  In  similar  tests  with  rats 
under  nonstress  conditions,  the  ro¬ 
dents  were  able  to  take  their  whisky 
or  leave  it. 

An  Age-Old  Problem 

Ever  since  prehistoric  man  first 
learned  the  technique  of  fermen¬ 
tation,  he  has  been  troubled  with 
problems  of  intoxication  and — as  he 
became  more  ‘'civilized” — of  alco¬ 
holism.  In  those  millenniums,  drink 
toppled  kingdoms  while  clergymen 
preached  its  evils;  it  betrayed  armies 
while  governors  imposed  stiffer 
penalties  and  crueler  tortures  on 
drunkards.  Medical  researchers  more 
than  a  quarter  of  a  century  ago  took 
alcoholism  out  of  the  category  of 
moral  dereliction.  But  only  in  rela¬ 
tively  recent  years  have  influential 
men  and  organizations  come  to  rea¬ 
lize  that  compulsion  drinking  is  im¬ 
mune  to  punishment  and  sermoniz¬ 
ing  and  that  alcoholism  is  a  disease 
which  is  best  assailable  under  a  com¬ 
passionate  and  concerted  attack  by 
many  segments  of  society.  Like 
syphilis,  alcoholism  at  last  is  being 
fought  out  in  the  open — spotlighted 
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as  a  disease  that  responds  to  treat¬ 
ment,  rather  than  beclouded  as  an  ir¬ 
redeemable  moral  failing  that  forever 
must  be  condemned  in  the  individual 
and  tolerated  in  the  mass. 

Dr.  Gunnar  Gundersen,  President 
of  the  American  Medical  Association, 
says:  “We  are  under  no  delusions 
that  the  problem  can  be  completely 
solved  by  purely  scientific  methods. 
The  physician  can  restore  the  alco¬ 
holic’s  physical  health,  calm  him 
mentally,  and  help  him  to  meet  basic 
human  problems.  At  the  same  time, 
however,  the  ultimate  solution  may 
have  to  come  from  the  patient’s  re¬ 
ligious  counsellor,  his  wife,  employer, 
or  whatever  source  might  hold  the 
trump  card  for  an  individual  case. 
The  medical  profession  is  cooperating 
with  voluntary  agencies,  public 
health  groups,  and  legal  authorities 
in  developing  a  unified  approach  to 
the  alcoholism  problem.” 

Who  are  medicine’s  allies  in  the 
war  against  alcoholism?  They  are 
clergymen  and  businessmen,  labor 
leaders  and  schoolteachers,  lawyers 
and  bartenders,  policemen  and  play¬ 
wrights.  And  they  are  the  alcoholics 
themselves. 

Effective  Fighters 

Every  recovered  alcoholic  is  a  par¬ 
ticularly  incisive  fighter  against  his 
own  disease — more  thorough  than  the 
ex-turberculosis  patient  trying  to 
limit  the  spread  of  tuberculosis,  more 
effective  than  the  heart  attack  sur¬ 
vivor  seeking  to  defeat  cardiac  dis¬ 
eases,  more  influential  than  the  can¬ 
cer  victim  hoping  to  ease  the  lives  of 
others  stricken  like  he  is.  More  than 
200,000  of  these  victims-turned- 
counselors  next  year  will  observe 
the  25th  anniversary  of  their  savior, 
Alcoholics  Anonymous.  Their 
“strength  amid  weakness”  is  shown 
today  in  the  successful  activities  of 
7,000  AA  groups  across  the  nation. 

Yet,  because  the  therapy  of  Alco¬ 


holics  Anonymous  tends  to  help  only 
those  who  can  adjust  to  the  intense 
group  life  of  its  program,  many  alco¬ 
holics  are  not  treatable  through  this 
approach.  By  their  very  nature,  most 
alcoholics  are  antisocial.  A  New 
Jersey  alcoholic  recently  put  it  this 
way  to  a  physician:  “I  don’t  see  the 
point  AA  preaches.  I  don’t  like  to 
hear  other  people’s  troubles.”  Never¬ 
theless,  Alcoholics  Anonymous  re¬ 
mains  one  of  the  effective  ways  of 
dealing  with  the  sickness.  For  thous¬ 
ands  of  victims  it  is  the  avenue  for 
a  life  free  from  compulsive  drinking. 

Other  Forces  Working 

Not  only  in  AA  but  in  the  efforts 
of  diverse  organizations  and  indivi¬ 
duals  all  across  the  land  this  disease 
is  being  fought  today  with  a  vigor 
never  before  seen-  These  forces  are 
combining  with  the  medical  profes¬ 
sion  in  a  tone  of  courage,  and  not 
plodding  along  separately  in  a  pan¬ 
icky  defeatism  that  “something,  any¬ 
thing,  must  be  done.” 

— In  New  York  City,  clergymen  and 
judges  are  joining  medical  leaders 
as  lecturers  in  a  new  course  estab¬ 
lished  at  Fordham  University  for 
social  workers  dealing  with  alco¬ 
holics. 

— In  Chicago,  the  police  depart¬ 
ment  operates  a  Fellowship  Club  for 
the  rehabilitation  of  officers  afflicted 
with  alcoholism.  Founded  in  1954,  it 
is  the  first  organization  of  its  kind, 
and  is  being  used  as  a  pattern  by 
police  administrators  in  San  Fran¬ 
cisco  and  other  cities.  A  decade  ago 
no  police  force  would  dare  admit  it 
had  an  alcoholism  problem. 

— In  Westport,  Conn.,  a  volunteer 
citizens’  committee  last  year  began 
manning  an  alcoholism  information 
center  for  that  city  and  nine  sur¬ 
rounding  communities  “to  help  pre¬ 
vent  and  arrest  alcoholism  through 
education  in  school,  in  the  church, 
in  the  medical  profession  and  in  the 
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community.” 

— In  California,  a  10%  liquor 
license  fee  increase  which  went  into 
effect  last  year  is  helping  to  finance 
eight  alcoholism  rehabilitation  clinics 
on  a  shared-cost  basis  with  communi¬ 
ties. 

— In  Boston,  officials  of  the  Gen¬ 
eral  Electric  Company  launched  its 
in-plant  program  for  problem  drink¬ 
ers  by  sending  the  firm’s  personnel 


workers  and  foremen  to  special  even¬ 
ing  classes  on  alcoholism  at  Boston 
University.  Problem  drinkers  get 
team  treatment  and  group  therapy  at 
the  Boston  Committee  on  Alcohol¬ 
ism  clinic,  which  is  manned  by 
psychiatrists,  psychologists,  family 
advisors,  and  vocational  counsellors. 

— In  Pittsburgh,  members  of  the 
Allegheny  County  Medical  Society’s 
committee  on  alcoholism  work  with 
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WHAT  IS  AN  ALCOHOLIC?  WHAT  IS  ALCOHOLISM? 

SOME  DEFINITIONS... 


How  do  you  define  alcoholism? 
What  is  an  alcoholic?  A  variety  of 
answers  are  quoted  here  from  ob¬ 
servers  who,  in  their  description,  not 
only  express  shadings  of  viewpoint 
but  also  illustrate  the  complexity  of 
this  disease. 

“Alcoholism  is  a  complex  disease 
having  physiological,  psychological 
and  sociological  implications.” 

— National  Council  on  Alcoholism 

“Alcoholism  is  reached  when  cer¬ 
tain  individuals  stop  bragging  about 
how  much  they  can  drink  and  begin 
to  lie  about  the  amount  they  are 
drinking.” 

— A.  M.A.  Archives  of  Industrial 
Health 

“Alcoholism  is  a  chronic  behavior¬ 
al  disorder  manifested  by  repeated 
drinking  of  alcoholic  beverages  in 
excess  of  the  dietary  and  social  uses 
of  the  community  and  to  an  extent 
that  interferes  with  the  drinker’s 
health  or  his  social  or  economic 
functioning.” 

— Mark  Keller,  managing  editor. 
Quarterly  Journal  of  Alcohol 
Studies 


“Alcoholism  represents  the  ab¬ 
normal  survival  in  adulthood  of  a 
need  for  the  infantile  normal  experi¬ 
ence  of  unitary  pleasure  of  body  and 
mind.  The  alcoholic  rediscovers  this 
experience  in  the  course  of  intoxi- 
ation.  He  cannot  resist  its  gratifi¬ 
cation,  however  illusory  or  tempor¬ 
ary  it  turns  out  to  be.” 

— Georgio  Lolli,  M.  D.,  psychiatrist 

“Most  alcoholics  start  out  as  social 
drinkers.  But  who  knows  where  the 
responsibility  for  his  becoming  an 
alcoholic  lies?” 

— Father  Ralph  S.  Pfau,  a 
recovered  alcoholic,  in  his  book, 
“ A  Priest’s  Own  Story ” 

“One  becomes  an  alcoholic  when 
he  begins  to  be  concerned  about  how 
activities  might  interfere  with  his 
drinking  instead  of  how  drinking 
might  interfere  with  his  activities.” 

— World  Health  Organization 

“A  drinking  man’s  someone  who 
wants  to  forget  he  isn’t  still  young 
and  believing.” 

— From  Tennessee  Williams’ 

“ Cat  On  A  Hot  Tin  Roof” 
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DRINKING 

AND 

DRIVING 

How  many  drinks  make  a  person  unfit 
to  drive?  The  number  varies  with  the 
individual  but  one  point  appears  certain: 
When  the  percentage  of  alcohol  reaches  a 
certain  level  in  the  blood,  that  person 
should  not  be  behind  a  steering  wheel. 
Within  a  few  weeks  THE  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCI¬ 
ATION  will  begin  publishing  a  series  of 
articles  on  this  subject  by  outstanding 
authorities  in  cooperation  with  the  AM  A 
Committee  on  Chemical  Tests  for  Intoxi¬ 
cation.  The  chairman  of  that  committee, 
Dr.  Herman  Heise  of  Milwaukee,  says: 

“Many  people  firmly  believe  that  if  they 
don’t  run  into  a  hydrant  as  soon  as  they 
drive  with  a  few  drinks  under  their  belt, 
and  have  actually  negotiated  long  trips  in 
spite  of  a  load  of  alcohol,  then  alcohol  does 
not  affect  their  driving.  The  loophole  in 
such  reasoning  is  that  no  man  can  judge 
the  effects  of  alcohol  on  himself  when  all 
his  judgments  are  somewhat  addled  by 
alcohol.” 

Dr.  Heise  believes  that  if  all  drinkers — 
not  merely  alcoholics — could  be  divorced 
from  driving,  “possibly  half  of  our  40,000 
people  doomed  to  die  on  the  highways 
could  live,  and  a  half  million  more  could 
be  spared  from  painful  and  crippling  in¬ 
juries.”  His  viewpoint  is  shared  by  New 
York  Traffic  Commissioner  T.  T.  Wiley, 
who  only  a  few  weeks  ago  challenged 
the  nation’s  leading  electronics  engineers 
to  develop  a  device  that  would  auto¬ 
matically  stop  a  car  if  the  driver  were 
drunk. 

It  is  in  New  York  that  records  recently 
pointed  to  the  possibility  that  we  may  be 
greatly  underestimating  the  impact  of 
driver  intoxication  upon  motor  vehicle 
deaths.  These  records  showed  that  a  full 
55%  of  all  motorists  killed  in  New  York 
City  last  year  had  been  under  the  influ¬ 
ence  of  alcohol.  A  similarly  high  propor¬ 
tion  of  traffic  fatalities  among  drunken 
drivers  is  reported  in  surveys  being  studied 
by  the  AMA  Committee  on  Medical 
Aspects  of  Automobile  Crash  Injuries  and 
Deaths. 


police,  judges,  prosecutors,  and  the 
local  bar  association  to  help  provide 
expert  testimony  when  motorists 
are  accused  of  driving  while  intoxi¬ 
cated.  The  physicians  do  this  by  op¬ 
erating  a  breath  analyzing  machine 
in  the  police  station  and  appearing 
in  court  on  specific  cases. 

— In  Minneapolis,  when  a  Founda¬ 
tion  on  Problem  Drinking  was  set  up 
recently,  among  those  volunteering 
their  services  (along  with  physicians 
and  social  workers)  were  bartenders 
and  policemen.  The  bartenders  are 
proving  valuable  in  recognizing  al¬ 
coholics  and  counselling  them,  and 
police  have  learned  to  detect  early 
signs  of  alcoholism  so  that  these 
drinkers  can  be  taken  to  the  Found¬ 
ation  instead  of  the  jail. 

— In  Buffalo,  for  the  first  time  in 
the  history  of  labor-management  re¬ 
lations,  an  arbitrator  recently  ruled 
on  a  case  involving  an  employee 
fired  for  being  an  alcoholic.  The  de¬ 
cision  favored  the  employee,  a  tele¬ 
vision  announcer,  on  the  basis  of 
medical  testimony — and  scolded  the 
broadcasting  company  for  ordering 
the  discharge  “without  seeking  medi¬ 
cal  advice  on  his  condition  and  prog¬ 
nosis.” 

— In  Birmingham,  Ala.,  seven  com¬ 
panies  and  17  unions  have  joined 
their  efforts  to  help  alcoholic  work¬ 
ers. 

— In  New  York,  in  a  few  weeks,  a 
special  conference  is  scheduled  to 
frame  proposals  for  specific  alcohol¬ 
ism  programs  and  services  as  part  of 
official  AFL-CIO  policy.  Already 
thousands  of  union  counsellors  across 
the  United  States  have  been  trained 
to  recognize  alcoholic  workers  and 
refer  them  to  proper  medical  service 
and  allied  agencies. 

Alcoholism  case-finding  is  an  even 
more  important  goal  of  management, 
as  it  seeks  to  help  the  problem  drink¬ 
er  before  he  reaches  the  full  compul¬ 
sive  stage  of  his  illness.  It  is  not  the 
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raucous  drunk  swaggering  on  the  job 
who  poses  the  big  problem  for  busi¬ 
ness  and  industry.  These  fellows  are 
exceptions.  The  typical  alcoholic 
employee  or  executive  appears  de¬ 
ceptively  normal.  But  he  sneaks  his 
drinks.  He  douses  his  hair  with 
cheap  perfume  and  may  talk  through 
the  side  of  his  mouth  in  an  attempt 
to  camouflage  his  breath.  He  is  a 
“half -man”  on  the  job — displaying 
enough  responsibility  to  prevent  him 
from  staying  home,  but  performing 
50%  or  more  below  normal. 

The  medical  director  of  one  West 
Coast  aircraft  firm  makes  a  practice 
of  calling  at  the  homes  of  workers 
who,  possibly  as  problem  drinkers, 
consistently  fail  to  show  up  at  the 
plant  on  Mondays.  On  one  such  visit 
he  discovered  to  his  amazement  that 
a  plant  supervisor  who  happened  to 
be  his  personal  friend  was  an  alcohol¬ 
ic.  “I  was  completely  fooled,”  said 
the  doctor.  “Never  suspected  he  was 
a  compulsive  drinker.  He  was  pitiful¬ 
ly  drunk.  Lucky  I  found  out  because 
now  I  can  help.” 

Company  Treatment  Centers 

Some  companies  operate  their  own 
alcoholic  rehabilitation  programs, 
complete  with  specialized  medical 
facilities.  Other  firms  band  together 
to  underwrite  treatment  centers. 
These  facilities,  often  functioning 
also  as  a  service  for  the  entire  com¬ 
munity,  include  the  highly  effective 
Chicago  Committee  on  Alcoholism 
(supported  for  the  community  by  300 
companies),  the  Clinic  for  Alcoholism 
at  New  York  University — Bellevue 
Medical  Center,  and  the  clinics  of 
several  dozen  local  committees  and 
agencies  affiliated  with  the  National 
Council  on  Alcoholism.  The  NCA  is 
an  independent  group  that  fights  al¬ 
coholism  as  other  voluntary  health 
agencies  combat  cancer  and  heart 
disease. 

What  stands  out  in  every  com- 
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munity  battle  against  alcoholism  is 
the  judgment  of  the  physician.  It  is 
he  who  decides  when,  if,  and  how 
tranquilizers,  vitamins,  and  the  ab¬ 
stinence-training  drugs  shall  be  used- 
He  is  medicine  at  work  in  an  even 
larger  role,  however — guiding  and  ob¬ 
serving,  researching  and  coordinat¬ 
ing,  evaluating  and  mobilizing,  sym¬ 
pathizing  and  debunking,  inspiring 
and  persuading.  He  is  defending 
patients  from  abuse,  pioneering  new 
concepts,  trying  to  do  a  job  of  pre¬ 
ventive  medicine.  The  rub  is  that  not 
enough  physicians  are  doing  this. 
There  are  still  many  doctors  who 
shun  the  problem  drinker  as  a  pat¬ 
ient. 

At  the  same  time,  however,  thou¬ 
sands  more — particularly  general 
practitioners — are  now  beginning  to 
realize  that  the  burden  of  treating  an 
alcoholic  no  longer  need  be  borne  by 
them  alone — that  there  are  growing 
numbers  of  medical  and  non-medical 
resources  available  to  help  in  the 
task.  And  where  community  re¬ 
sources  are  not  available,  some  phy¬ 
sicians  are  taking  the  initative  in  or¬ 
ganizing  these  facilities. 

Alcoholism  is,  perhaps,  the  only 
major  public  health  problem  which 
taxes  the  private  physician's  total 
knowledge,  wisdom,  patience,  skill, 
and  compassion  to  the  utmost — for 
the  chronic  inebriate  stands  alone  in 
his  challenge  as  a  patient.  Yet,  by 
working  with  outside  resources  in 
helping  to  bring  about  recovery,  the 
doctor  is  saving  not  merely  a  patient 
but  a  family  and  families  to  be;  sal¬ 
vaging  an  integral  element  of  the 
community;  benefiting  the  lives  of 
many  people  he  may  never  know  or 
even  see.  Dr.  Marvin  A.  Block  of  Buf¬ 
falo,  Chairman  of  the  A.  M.  A.  Com¬ 
mittee  on  Alcoholism,  describes 
medicine’s  role  this  way: 

“In  the  chronic  alcoholic  we  are 
dealing  not  only  with  a  sick  indivi- 
( Continued  on  page  18) 
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(Continued  from  page  15) 
dual  but  with  that  individual  in  rela¬ 
tionship  to  his  environment.  There  is 
no  miracle  drug  that  will  do  away 
with  the  illness.  There  is  no  known 
cause  of  this  disease,  no  foolproof 
method  of  picking  out  victims  in  ad¬ 
vance.  An  alcoholic’s  proneness  to  the 
disease  is  a  secret  between  him  and 
the  bottle.  And  so  the  physician  must 
not  only  rehabilitate  his  patient  phy¬ 
sically,  he  must  help  him  to  mature 
emotionally-  This  requires  time,  in¬ 
vestigation,  and  patience — one  does 
not  scold  a  sick  person.  We  cannot  af¬ 
ford  only  to  be  doctors.  We  are  also 
citizens.  This  means  that  it  is  also  the 
responsibility  of  physicians  to  do 
such  things  as  help  mobilize  lay 
forces  fighting  alcoholism,  and  in¬ 
form  legislatures  of  what  they  think 
should  be  done  to  help  solve  the  prob¬ 
lem.  For  it  is  a  problem  which  ulti¬ 
mately  affects — sociologically,  psy¬ 
chologically,  and  economically — 


every  single  man,  woman,  and  child 
in  the  United  States.  The  physician 
has  in  the  alcoholic  a  challenge  from 
which  he  cannot  retreat.” 

One  reason  that  alcoholism  is  such 
a  difficult  disease  is  that  its  exciting 
agent,  alcohol,  is  a  two-faced  creature 
— a  liquid  that  holds  both  good  and 
evil,  that  can  provide  release  or  can 
enslave.  Without  doubt,  this  myster¬ 
ious  and  sometimes  unpredictable 
catalyst  of  the  brain  has  some  thera¬ 
peutic  value  as  well  as  harmful  ef¬ 
fects.  While  alcohol  is  not  a  specific 
or  cure  for  any  disease,  in  moderate 
doses  it  can  offer  the  noncompulsive 
drinker  needed  relaxation  from  the 
cares  of  the  day,  help  relieve  the  pain 
of  rheumatoid  arthritis,  stimulate 
the  appetite,  aid  digestion,  and  prove 
helpful  in  relieving  some  symptoms 
of  the  common  cold  (by  providing 
warmth  and  comfort,  inducing 
drowsiness,  and  creating  the  desire 
for  rest).  While  alcohol  is  a  depres- 


FACTS  ON  ALCOHOL  AND  ALCOHOLISM  . . . 


As  little  as  0.04%  of  alcohol  in 
the  blood  may  reduce  visual  acuity 
as  much  as  the  wearing  of  dark 
glasses  after  sundown. 

At  least  half  of  all  general  hos¬ 
pitals  in  the  nation,  more  than 
3,000,  now  handle  alcoholics  routinely 
as  patients,  as  a  result  of  recent 
recommendations  of  the  AMA  House 
of  Delegates  and  of  the  American 
Hospital  Association’s  board  of  trus¬ 
tees.  In  contrast,  four  years  ago  an 
estimated  three  out  of  every  four 
hospitals  were  refusing  to  admit 
patients  suffering  from  alcoholism; 
little  more  than  a  decade  ago  less 
than  100  hospitals  were  accepting 
alcoholics. 


Alcohol  is  chemically  related  to 
ether,  chloroform,  and  other  anes¬ 
thetic  drugs. 

Alcoholics  are  extraordinarily  rare 
among  Jews.  The  reason  is  not 
known  for  certain,  but  one  recurrent 
theory  is  that  a  dignified  respect 
for  wines  at  closely  knit  family 
rituals  during  childhood  may  be  a 
factor. 

For  reasons  not  yet  fully  determin¬ 
ed,  more  alcoholics  per  capita  are 
reported  in  San  Francisco  than  in 
any  other  city  of  the  nation.  The 
incidence  there  is  nearly  four  times 
that  of  the  over-all  U.S.  rate. 
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sant,  in  small  amounts  it  might  im¬ 
prove  awareness,  too. 

At  the  Yale  Center  of  Alcohol  Stu¬ 
dies  not  long  ago,  for  example,  a  bat¬ 
tery  of  beer-guzzling  volunteers  prov¬ 
ed  that  they  could  outperform  their 
non-drinking  counterparts  in  a  series 
of  special  machine  efficiency  tests. 
At  present,  1,000  beer-drinking  volun¬ 
teers  are  undergoing  additional  ex¬ 
periments  of  this  sort  at  Yale. 

And  in  a  similarly  surprising  case, 
a  casual  imbiber  recently  caught  a 
television  crew  and  audience  off 
guard  in  a  large  city*  According  to 
script,  the  man  was  supposed  to  il¬ 
lustrate  the  dangers  of  alcohol  by 
first  operating  a  driver  testing  ma¬ 
chine  in  a  sober  condition  and  then 
with  drinks  under  his  belt.  But  it 
didn’t  work  out  that  way-  At  the 
start,  the  subject  was  nervous  in  a 
strange  situation  and  he  scored 
badly.  The  drinks  then  calmed  him 
down  so  effectively  that  his  second 


driving  test  was  perfect.  Television 
cameras  recorded  the  experiment 
faithfully,  much  to  the  puzzlement 
and  frustration  of  the  show’s  un¬ 
informed  producer,  who  felt  right 
then  it  was  he  who  needed  a  drink. 
Had  the  drinking  man  in  the  studio 
been  driving  a  real  automobile  in¬ 
stead  of  operating  a  stationary  test¬ 
ing  device,  however,  his  “score” 
might  have  been  tragic.  The  chief 
danger  in  driving  after  a  few  drinks 
is  the  soaring  confidence  which  leads 
to  taking  of  chances. 

Of  course,  here  we  are  referring 
to  alcohol  used  in  moderation,  and 
not  compulsively.  There  is  a  distinct 
difference  between  most  imbibers 
and  those  who  cannot  stop  drinking. 

The  “good”  face  of  alcohol  some¬ 
times  may  be  difficult  to  recognize, 
particularly  by  those  well-meaning 
persons  who  advocate  prohibition  as 
the  only  solution  to  “the  evils  of 
drink.”  The  repeal  of  Prohibition  25 


AND  MORE  OF  THE  SAME . . . 


By  gradually  consuming  half  a 
highball  or  three  quarters  of  a  can 
of  beer  every  60  minutes,  the  “aver¬ 
age”  adult  can  drink  24  hours  with¬ 
out  becoming  intoxicated.  (This  is 
the  average  rate  of  alcohol  oxidation 
by  the  human  liver — and,  of  course, 
no  individual  is  average.) 

Alcohol  cannot  be  detected  on  a 
person’s  breath.  What  is  smelled  is 
the  flavoring  of  the  drink. 

Nine  out  of  10  alcoholics  in  the 
U.  S.  are  not  Skid  Row  drunks,  but 
rather  men  and  women  in  every 
walk  of  life,  at  every  level  of  society, 
and  in  all  ranges  of  income. 


Approximately  one-fifth  to  one- 
third  of  all  alcoholics  in  the  U.  S. 
are  women. 

It  usually  takes  7  to  17  years  of 
drinking  for  a  potential  alcoholic  to 
acquire  the  disease  full-blown.  Many 
drinkers  cannot  become  alcoholics  no 
matter  how  hard  they  may  try.  One 
out  of  16  adult  drinkers  in  the 
United  States  probably  is  or  will  be¬ 
come  an  alcoholic.  There  are  an 
estimated  80  million  drinkers  in  the 
nation. 

Many  alcoholics  actually  dislike 
the  taste  of  liquor,  and  drink  it  sole¬ 
ly  by  compulsion  and  for  its  effect. 
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years  ago  ended  an  era  in  which  al¬ 
coholics  and  controlled  drinkers  alike 
experienced  rotgut  suffering  amid  an 
inevitable  lawlessness  that  extended 
far  beyond  the  speakeasy. 

“It  is  unreasonable  to  stop  the 
manufacture  of  alcoholic  beverages 
simply  because  a  comparatively  few 
are  harmed  by  them,”  says  Chair¬ 
man  Block  of  the  A.M.A.  alcoholism 
panel.  “It  can  be  compared  to  pro¬ 
hibiting  the  sale  of  sugar  because  our 
diabetic  population  would  be  harm¬ 
ed  by  the  excessive  use.  The  prob¬ 
lem  of  alcoholism  is  in  the  one  who 
uses  it,  not  in  the  beverage.” 

Medical  And  Moral  Concept 

Perhaps  this  is  as  much  a  moral 
principle  as  it  is  a  concept  of  medi¬ 
cine.  In  fact,  with  the  possible  ex¬ 
ception  of  mental  illness,  no  single 
bodily  disease  is  receiving  so  much 
concurrent  attention  from  medicine 
and  religion  as  is  alcoholism.  The  ex¬ 
traordinarily  close  rapport  of  clergy¬ 
men  and  physicians  in  the  United 
States  has  brought  about  a  beneficial 
interchange  of  attitude  and  action  to¬ 
ward  the  alcoholic.  Doctors  now  refer 
many  of  these  patients  to  religious 
counsellors  and  also  have  deepened 
their  own  compassion  during  treat¬ 
ment.  More  and  more  ministers, 
meanwhile,  are  realizing  that  the 
moral  implications  of  alcoholism  are 
primarily  effects  rather  than  causes 
of  the  disease.  As  a.  result,  what  once 
had  been  a  predominant  church  at¬ 
titude  of  condemnation  of  alcoholics 
as  sinners  is  now  being  overshadow¬ 
ed  by  a  larger  view — a  view  that 
faith  in  the  promise  of  a  better  life 
through  complete  abstinence  is  an  in¬ 
tegral  part  of  total  medical  care. 
Listen  to  how  a  few  church  spokes¬ 
men  portray  this  change  in  clerical 
thinking: 

FATHER  RALPH  S.  PFAU,  the 
Catholic  priest  who,  as  a  recovered 
alcoholic,  exposing  his  own  past  pro¬ 


blems  and  suffering,  has  helped  thou¬ 
sands  of  addictive  drinkers  to  lives  of 
sobriety — “After  14  years  of  inter¬ 
mittent  drinking,  which  sometimes 
found  me  taking  a  fifth  of  whisky  a 
day,  I  learned  that  I  am  neither  im¬ 
moral  nor  weakiwilled.  I  am  sick,  as 
sick  as  I  would  be  if  I  had  diabetes.” 

REVERENED  FRANCIS  W.  Mc- 
PEEK  of  Chicago — “It  is  understand¬ 
ing  which  intelligent  churchmanship 
must  seek,  not  a  scapegoat.  It  is  well 
for  us  to  begin  with  an  honest  con¬ 
fession  of  complicity  in  the  sin  of  the 
kind  of  world  which  can  produce 
alcoholics.” 

JAMES  RENZ  OF  THE  CHURCH 
OF  THE  BRETHREN— “The  church 
of  1958  is  on  the  move.  There  are 
more  ministers  who  understand  the 
problems  of  alcoholics,  are  trained 
counsellors,  and  have  the  scientific 
knowledge  and  experience  to  lead  out 
in  programs  of  alcoholism  rehabilita¬ 
tion.” 

REVEREND  JOHN  SUTHER¬ 
LAND  BONNELL  OF  THE  FIFTH 
AVENUE  PRESBYTERIAN 
CHURCH  in  New  York  City— “The 
alcoholic  is  a  sick  person.  The  disease 
is  much  harder  to  cure  than  pneu¬ 
monia.  Alcoholism  shows  that  man 
may  be  the  greatest  enemy  of  his 
own  body.” 

Killing  The  Enemy 

How,  then,  does  a  physician  decide 
on  the  best  source  of  religious  ther¬ 
apy  for  his  alcoholic  patient — to  kill 
the  enemy  within  while  saving  the 
body?  Dr.  Donald  W.  Hewitt,  chief 
medical  advisor  for  the  Charity  Al¬ 
coholic  Rehabilitation  Center  in  Los 
Angeles,  replies:  “The  physician  can 
refer  the  alcoholic  to  someone  who 
will  reassure  his  patient  that  God  is  a 
loving,  forgiving  Father  who  is  will¬ 
ing  to  blot  out  and  forgive  any  sins  if 
the  alcoholic  is  only  contrite  and 
repentant.  An  alcoholic  already  is 
suffering  truly  excruciating  physical 
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and  mental  anguish.  Portraying  God 
as  a  stern,  unrelenting  Deity  who  in¬ 
exorably  demands  His  pound  of  flesh 
for  each  sin  committed  will  often 
load  down  the  alcoholic  with  what 
he  feels  is  an  insupportable  burden 
that  only  further  drinking  can  ease 
for  him.” 

Emotional  burden  is  inevitable  as 
a  factor  in  alcoholism.  In  fact,  some 
researchers  believe  that,  but  for  the 
repressions,  strains,  and  guilt  which 
appear  to  be  part  and  parcel  of  our 
complex  society,  there  might  be 
no  alcoholism  problem  at  all.  They 
point  out  that  the  disease  is  practical¬ 
ly  unknown  in  the  less  inhibited  pri¬ 
mitive  cultures,  where  there  may  be 
alcoholic  sprees  and  even  extreme 
intoxication,  but  no  compulsive 
drinking,  which  is  the  distinguishing 
mark  of  alcoholism. 

The  tensions  and  anxieties  of  our 
modern  societies  also  are  related  to 
an  increase  of  drinking  among  wo¬ 
men  in  the  last  several  decades,  ac¬ 
cording  to  Psychologist  Edith  S.  Lis- 
ansky,  an  authority  on  women  al¬ 
coholics.  But  she  adds  that  there  is 
little  evidence  of  any  dramatic  rise 
in  the  incidence  of  alcoholism  among 
women.  Estimates  of  the  number  of 
women  alcoholics  in  the  United  States 
range  from  one  million  to  two  mil¬ 
lion.  Only  in  recent  years,  with  wider 


public  appreciation  of  their  problem 
as  a  disease,  have  many  women  come 
out  of  their  solitary  drinking  to  seek 
relief. 

Dr.  Lisansky  believes  that  a  mother 
addicted  to  drink  produces  an  even 
greater  disruption  of  family  life  than 
does  the  alcoholic  father.  In  either 
case  the  behavior  of  an  alcoholic 
parent  can  be  so  unpredictable  and 
unintelligible  to  a  child  as  to  gen¬ 
erate  irrational  guilt  and  stress  in  the 
youngster.  One  researcher  at  the 
Yale  Center  of  Alcohol  Studies  ex¬ 
pressed  it  this  way:  “When  father  is 
leading  up  to  a  drinking  episode  the 
children  are  put  on  their  best  be¬ 
havior.  When  the  drinking  episode 
occurs,  it  is  not  surprising  that  the 
children  feel  that  they  have  some¬ 
how  done  something  to  precipitate 
it.” 

Family  Receives  Treatment 

Thus  does  such  emotional  inter¬ 
play  suggest  a  basis  for  communic¬ 
ability  of  the  illness.  If  this  is  true, 
why  not  attack  alcoholism  through 
the  entire  family  unit  rather  than 
treat  only  the  stricken  one?  Evidence 
now  shows  that  this  is  exactly  what 
is  being  done  on  an  ever-widening 
scale-  There  are  several  instances 
where  therapy  for  the  sober  spouse 
solved  the  alcoholic’s  problem.  Re¬ 
search  is  going  on  now  to  learn  more 
about  the  part  husbands  and  wives  of 
alcoholics  play  in  perpetuating  the 
drinking.  Recently  at  Johns  Hopkins 
Hospital,  alcoholics  and  their  wives 
were  treated  in  concurrent  group 
therapy  sessions  which  emphasized 
the  marriage.  The  aim — so  far  mark¬ 
ed  with  gratifying  success — has  been 
to  build  a  hopeful  attitude  for  re¬ 
covery  by  working  things  out  as  a 
family  unit. 

This  approach  is  but  one  speck  on 
the  horizon  as  the  new  push  against 
alcoholism  gathers  steam.  These  are 
other  promising  developments  for 
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the  future: 

— From  a  preventive  standpoint, 
portrayal  of  alcoholism  in  public 
school  programs  is  becoming  increas¬ 
ingly  realistic.  The  early  manner  of 
characterizing  alcohol  as  a  night¬ 
marish  devil  is  being  replaced  by  a 
factual  approach  describing  its  limita¬ 
tions  and  effects. 

— Variations  of  group  therapy  are 
being  tried  out  in  different  parts  of 
the  nation  in  an  effort  to  broaden  the 
beneficial  work  of  organizations  like 
Alcoholics  Anonymous.  Encouraging 
results  are  reported,  for  example,  at 
the  Eastern  Oregon  State  Hospital, 
where  alcoholism  patients  meet  re¬ 
gularly  to  take  turns  putting  one  of 
their  number  on  the  spot  with  mer¬ 
ciless  questions  and  arguments  re¬ 
garding  their  compulsive  drinking. 

Preventive  Research 

— New  concepts  as  to  the  cause  of 
alcoholism  are  being  explored  and 
collated  with  research  findings  in  an 
effort  to  find  a  way  to  prevent  the 
disease — or,  at  least,  to  spot  it  in  po¬ 
tential  victims  at  an  early  age  when 
preventive  measures  might  be  at¬ 
tempted.  One  medical  researcher  in 
the  subject,  Dr.  Giorgio  Lolli  of  New 
York  City,  has  been  examining  the 
thesis  that  “alcoholism  is  a  disorder 
of  the  love  disposition”  originating 
in  childhood  frustrations.  Other  new 
concepts  being  examined  and  re-ex¬ 
amined  concern  nutritional,  body 
chemcial,  and  hormonal  characteris¬ 
tics  of  the  disease  and  its  victims. 

— The  Center  of  Alcohol  Studies  at 
Yale  University  in  a  few  years  ex¬ 
pects  to  announce  results  of  a  re¬ 
search  project  now  under  way  to  de¬ 
termine  why  some  patients  in  the 
various  state  alcoholism  clinics  re¬ 
spond  to  treatment  while  others  do 
not.  Similar  research  has  begun  in 
New  York  as  part  of  a  $250,000  pro¬ 
gram  to  attack  the  problem  of  chro¬ 
nic  alcoholism  along  educational,  so¬ 


cial,  clinical,  psychiatric,  pharmaco¬ 
logical,  and  other  lines. 

— The  A.  M.  A.  Law  Department, 
in  cooperation  with  the  Committee 
on  Alcoholism,  is  considering  plans 
to  produce  a  survey  manual  which 
would  contain  summaries  and  analy¬ 
ses  of  state  and  territorial  laws  on 
alcoholism.  This  could  inform  the 
physician  in  any  state  of  his  obliga¬ 
tions,  responsibilities,  and  powers  re¬ 
garding  care,  treatment,  and  com¬ 
mitment  of  alcoholics. 

—With  the  encouragement  of  mem¬ 
bers  of  Congress,  the  National  Insti¬ 
tute  of  Mental  Health  this  month 
was  laying  plans  for  supervising  a 
$700,000  research  program  to  study 
the  physiological,  psychological,  and 
environmental  factors  behind  alcohol¬ 
ism.  It  is  the  first  large-scale  federal 
effort  against  this  disease. 

—There  is  evidence  already  that, 
while  more  effective  alcoholism  case¬ 
finding  is  bringing  this  illness  out 
into  the  open,  consumption  of  alco¬ 
holic  beverages  on  a  per  capita  basis 
is  dropping  sharply-  A  recent  Gallup 
poll  showed  that  since  1945  there  has 
been  a  decline  of  18%  in  the  ratio  of 
alcoholic  beverage  consumers  to  total 
adult  population.  This  indicates  that 
in  the  past  12  years  the  beer  and 
liquor  industries  “lost”  13  million 
customers. 

Hopes  For  The  Future 

These  are  the  promises  of  the 
future— less  drinking,  more  effective 
approaches  to  those  who  drink  ex¬ 
cessively,  prevention,  and  better  un¬ 
derstanding  through  research.  The 
promises  have  a  firm  foundation  in 
a  war  that  has  physicians  fighting 
alongside  citizens  in  virtually  every 
field  of  endeavor.  “The  A.  M.  A/s 
program  is  one  of  total  assault,”  says 
Dr.  Gunnar  Gundersen,  President  of 
the  Association.  “Medicine  is  on  the 
firing  line  against  alcoholism  and  is 
hauling  up  more  ammunition.” 
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LET’S  PROMOTE 


EMOTIONAL  HEALING 


1  OUR  CHURCHES 


BY  CLAIRE  CHENEY 


Years  ago  the  Emmanuel  Movement  showed  us  that  religion 
and  psychotherapy  can  work  together .  It  can  he  done  aagin . 


QUITE  often  the  ARP  receives 
letters  from  ministers  of  all  de¬ 
nominations  asking  for  information 
and  literature  which  will  help  them 
in  their  counseling  of  alcoholics.  Al¬ 
though  each  denomination  has  taken 
a  stand  on  the  morality  of  drinking 
alcoholic  beverages,  the  minister 
often  finds  himself  unable  to  cope 
with  the  various  emotional  and  psy¬ 
chological  disturbances  the  alcoholic 
exhibits;  the  hostility  he  feels  to¬ 
wards  his  family,  his  church  and  so¬ 
ciety  in  general,  the  myriad  fears 
and  anxieties  he  faces  and  tries  to 
drown  in  alcohol,  his  dependency 
and  resentments,  and  most  of  all  his 
guilt  feelings  for  having  “sinned/' 
We  can  and  do  give  the  inquiring 
minister  advice  on  counseling  pro¬ 
cedures  and  what  we  have  to  tell  him 


is  perhaps  helpful,  but  a  minister  has 
many  duties  to  perform  in  a  parish. 
He  must  be  a  psychiatrist,  counselor, 
business  man,  public  relations  ex¬ 
pert,  fund  raiser,  theologian  and 
preacher.  Counseling  alcoholics  and 
families  alone  could  take  up  all  of 
his  time  and  he  must  consider  others 
in  his  parish  who  have  problems 
aside  from  alcoholism.  Therefore  it 
seems  up  to  the  church  as  a  whole 
to  become  concerned  with  this  prob¬ 
lem  of  alcoholism  and  the  emotional 
health  of  everyone  in  the  church. 

American  organized  religion  has  in 
the  past  taken  a  stern  and  absolute 
approach  to  excessive  and  compul¬ 
sive  drinking  which  is  very  much 
akin  to  Puritanism-  Churches  ’  have 
been  greatly  concerned  with  the  fact 
that  people  drink  to  excess  and  the 
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immorality  of  it  rather  than  the  rea¬ 
sons  why  these  people  find  alcohol 
so  attractive  as  to  give  up  everything 
in  order  to  have  it.  There  are  rea¬ 
sons  why  alcoholics  deviate  from  so¬ 
ciety’s  norms  and  to  preach  sin  and 
guilt  and  punishment  is  to  do  noth¬ 
ing  more  than  antagonize  the  alco¬ 
holic  to  the  point  where  once  he  is 
willing  to  seek  help,  he  will  not  come 
to  the  church.  For  why  should  he,  if 
he  is  to  find  rejection,  disgust,  and 
moralizing?  At  this  point  in  his  life, 
the  alcoholic  needs  love,  real  love, 
not  puritanical  explanations  of  how 
the  devil  has  taken  hold  of  his  soul. 
Jesus  knew  this  and  was  nonauthori¬ 
tarian  in  his  dealings  with  people, 
understanding  of  those  who  had 
sinned.  He  condemned  no  one,  re¬ 
serving  His  anger  for  the  self-right¬ 
eous  and  the  moralists. 

Attitudes  Are  Changing 

Many  churches  are  now  realizing 
their  past  mistakes  and  are  gradually 
but  surely  changing  their  concepts 
regarding  this  illness,  but  there  are 
far  too  few  churches  who  are  really 
doing  anything  about  it,  and  as  any 
therapist  knows,  the  alcoholic  needs 
rehabilitation  in  his  physical,  psycho¬ 
logical  and  spiritual  life.  And  the 
only  direct  source  of  spiritual  reha¬ 
bilitation  for  the  alcoholic  is  through 
the  church. 

We  have  heard  some  ministers  say 
when  asked  what  they  would  do  for 
an  alcoholic  if  he  should  come  to  his 
study  for  help,  “I  would  pray  with 
him  and  we  would  ask  the  Lord’s 
help.”  Prayer,  though  as  beneficial 
and  cleansing  as  it  is,  is  not  the  only 
answer  and  the  minister  must  be 
careful  of  the  type  of  alcoholic  he 
asks  to  pray  with  him.  To  many  alco¬ 
holics,  prayer  is  synonomous  with 
guilt  and  he  already  feels  guilty 
enough  without  having  “some 
preacher  rub  it  in.”  Many  feel  that 


prayer  is  the  minister’s  way  of 
“Lording  it  over  him”,  making  him 
feel  an  outsider  because  he,  the  mini¬ 
ster,  knows  the  alcoholic  rarely 
prays.  The  alcoholic  wants  help 
right  then  from  the  minister  himself, 
as  one  human  being  can  help  an¬ 
other.  Reverence  and  appreciation  of 
the  Lord’s  healing  power  can  come 
later,  after  he  feels  completely  accept¬ 
ed  by  the  minister  and  the  church. 

If  the  church  is  healthy,  warm  and 
loving  in  its  atmosphere,  accepting 
and  understanding  of  those  who 
have  strayed  (which  would  include 
the  entire  congregation  for  none  of 
us  is  guiltless),  then  many  an  alco¬ 
holic  would  not  be  forced  to  go  to 
the  tavern  to  find  fellowship.  In  his 
poem,  “The  Little  Vagabond”,  Wil¬ 
liam  Blake  describes  the  alcoholic’s 
feeling  about  the  church  with  “Dear 
mother,  dear  mother,  the  church  is 
cold,  But  the  ale-house  is  healthy 
and  pleasant  and  warm.”1 

Basic  Christian  Principles 

In  working  with  the  sick  alcoholic, 
the  church  can  change  its  atmos¬ 
phere  from  this  cold,  rigid  place 
Blake  speaks  of  to  one  healthy,  pleas¬ 
ant  and  warm  through  a  re-evalu¬ 
ation  of  its  concepts  of  mental  health 
and  an  examination  of  the  basic 
principles  and  traditions  of  the 
Christian  Church.  A  church  that  is 
cognizant  of  the  emotional  and  psy¬ 
chological  reasons  behind  human  be¬ 
havior  will  recognize  that  scolding 
and  rejection  will  only  perpetuate 
more  deviant  behavior,  whereas  love 
and  understanding,  which  does  not 
mean  pampering  or  babying,  will  act 
as  an  agent  for  building  healthy  per¬ 
sonalities. 

But  the  church  must  go  further 
than  just  offering  passive  love.  It  has 
an  opportunity  to  offer  a  great  serv¬ 
ice  to  the  alcoholic  as  a  therapeutic 
agent,  for  what  therapist  has  a  more 
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natural  entree  in  the  personal,  inti¬ 
mate  lives  of  alcoholics  and  their 
families  than  the  minister  himself? 
An  example  of  what  one  church  can 
do  in  the  area  of  emotional  healing 
and  rehabilitation  was  set  forth  in 
the  Emmanuel  Movement,  a  ‘‘pre¬ 
ventive  psychiatry”  church  move¬ 
ment  which  began  in  1906,  at  the 
Emmanuel  Episcopal  Church  in  Bos¬ 
ton.  Although  we  are  not  advocating 
that  this  movement  be  re-activated 
per  se,  there  is  much  to  be  learned 
from  this  first  church-sponsored  ex¬ 
periment  in  psychoreligious  therapy 
which  could  be  used  by  ministers 
and  church  groups  today. 

The  Emmanuel  Movement 

The  Emmanuel  Movement  was 
founded  by  an  Episcopal  clergyman 
named  Elwood  Worcester  and  his  as¬ 
sociate,  the  Rev.  Samuel  McComb. 
For  many  years  Worcester  was  con¬ 
vinced  that  the  church  had  a  re¬ 
sponsibility  to  the  emotionally  sick 
and  that  the  clergyman  and  physi¬ 
cian  should  work  more  closely  to¬ 
gether.  The  Emmanuel  program  of 
therapy  was  adopted  and  consisted 
of  three  basic  elements;  group  thera¬ 
py  administered  through  classes;  in¬ 
dividual  therapy  administered  by  the 
minister  and  clinic  staff;  and  person¬ 
al  visits  and  special  attention  paid 
the  ill  person  by  “friendly  visitors”, 
members  of  the  church  who  were  ac¬ 
cepting  and  understanding  of  the 
emotionally  ill. 

By  1909,  the  Emmanuel  Movement 
had  spread  to  Great  Britain  where  it 
organized  under  the  name,  “Church 
and  Medical  Union.”  The  clinic  at 
Boston  was  swamped  by  patients. 
Hundreds  of  clergymen  and  many 
physicians  came  to  Boston  to  study 
the  methods.  During  one  six-month 
period,  over  5,000  applications  for 
treatment  came  to  the  clinic,  but  only 
125  patients  could  be  accepted.  Wor¬ 


cester  stayed  on  as  rector  at  Em¬ 
manuel  until  1929,  when  he  was 
forced  to  resign  in  order  to  give  full 
time  to  his  therapeutic  work.  The 
Emmanuel  Movement  came  to  a  close 
with  Worcester’s  death  in  1940. 

The  only  requirements  that  an  alco¬ 
holic  had  to  have  in  order  to  be  ac¬ 
cepted  into  the  clinic  was  that  he  be 
at  “the  bottom”  and  that  he  accept 
full  responsibility  in  asking  for  help. 
Classes  were  held  once  a  week,  with 
alcoholics  and  all  others  suffering 
from  emotional  illnesses  all  lumped 
together.  The  classes  included  discus¬ 
sions  of  anger,  insomnia,  nervous¬ 
ness,  resentfulness  and  the  power  of 
prayer.  One  clergyman  of  that  period 
wrote  in  describing  the  classes: 

“Any  Wednesday  evening  from  Oc¬ 
tober  until  May  you  will  find,  if  you 
drop  in  at  the  Emmanuel  Church,  one 
of  the  most  beautiful  church  interiors 
in  the  land  filled  with  worshipers  .  .  . 
A  restful  prelude  on  the  organ  allures 
the  soul  to  worship.  Without  the  aid  of 
any  choir  several  familiar  hymns  are 
sung  by  everyone  who  can  sing  and  many 
who  cannot.  A  Bible  lesson  is  read.  The 
Apostles’  Creed  is  said  in  unison.  Re¬ 
quests  for  prayers  in  special  cases  are 
gathered  up  into  one  prayerful  effort 
made  without  the  help  of  any  book.  One 
Wednesday  evening  Dr.  Worcester  gives 
the  address,  another  Dr.  McComb,  still 
another  some  expert  in  neurology  or  psy¬ 
chology.  The  theme  is  usually  one  of 
practical  significance,  like  hurry,  worry, 
fear,  or  grief,  and  the  healing  Christ  is 
made  real  in  consequence  to  many  an 
unhappy  heart.”2 

Prospective  Patients  Examined 

The  clinic  was  the  heart  of  the 
Movement  and  before  a  patient  was 
accepted  for  treatment,  he  had  a  care¬ 
ful  diagnostic  examination  by  a  phy¬ 
sician  or  psychiatrist.  No  psychotic 
patient  was  accepted.  During  the 
early  period  of  treatment,  alcoholics 
were  seen  every  day  until  old  habits 
were  broken  through  the  constant 
support  of  the  therapist.  Later  they 
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were  graduated  to  once  a  week.  The 
aim  of  therapy  was  to  reorganize  the 
patient’s  inner  life,  until  he  no  long¬ 
er  needed  alcohol  as  a  crutch.  Usual¬ 
ly  treatment  lasted  several  months. 

The  first  phase  of  therapy  had  as 
its  object  full  self-revelation;  the  pa¬ 
tient  poured  out  everything  that 
might  have  bearing  on  his  illness, 
with  emphasis  on  his  early  childhood 
years.  This  “pouring  out”  served  as  a 
catharsis.  This  second  phase  consist¬ 
ed  of  prayer  and  counsel,  with  em¬ 
phasis  on  the  techniques  of  prayer 
and  the  strengthening  of  the  patient’s 
spiritual  life. 

“Therapeutic  Suggestion” 

In  the  third  phase,  the  patient  was 
told  to  relax  and  Worcester  used  the 
technique  of  “therapeutic  suggest¬ 
ion”  which  was  performed  while  the 
patient  was  under  mild  or  deep  hyp¬ 
nosis.  For  alcoholics,  however,  Wor¬ 
cester  did  not  favor  hypnosis,  for  he 
thought  alcoholics  needed  more  than 
“suggestion”  to  cure  their  ills.  As 
Worcester’s  methods  became  more 
developed  and  as  he  came  under  the 
influence  of  Freud,  less  and  less  em¬ 
phasis  was  placed  on  this  third 
phase  of  therapy. 

Based  upon  Worcester’s  feeling 
that  more  than  anything  else  the 
alcoholic  needed  a  personal,  sympa¬ 
thetic  friend  who  would  encourage 
him  and  offer  him  support  during 
his  first  days  of  sobriety,  the  Move¬ 
ment’s  “friendly  visitor”  plan  was 
set  in  motion.  A  committee  was  form¬ 
ed,  consisting  of  a  few  social  workers 
and  informed  lay  persons  who  paid 
periodic  visits  to  the  alcoholic  and 
his  family-  As  alcoholics  in  treat¬ 
ment  gained  self-reliance,  it  was 
found  they  themselves  made  effect¬ 
ive  “visitors”  to  alcoholics  just  be¬ 
ginning  treatment,  an  idea  AA  later 
developed  full-scale. 

Perhaps  the  Movement’s  most  im¬ 


portant  concept  was  its  belief  that 
man  was  not  depraved  or  lost  in  sin. 
Man’s  spirit  is  a  part  of  God,  Wor¬ 
cester  felt,  and  there  is  hidden  whole¬ 
someness  in  all  men.  This  positive 
concept  had  as  its  goal  man’s  free¬ 
dom  from  his  neuroses.  When  man 
is  set  free,  the  energy  which  was 
formerly  used  for  bad,  can  then  be 
channeled  into  healthy,  divine  uses. 
Worcester  found  prayer  an  import¬ 
ant  means  of  releasing  man’s  use¬ 
ful  energies. 

The  Emmanuel  Movement  came 
into  being  twenty -seven  years  before 
Alcoholics  Anonymous-  It  was  the 
first  movement  that  recognized  al¬ 
coholism  as  an  illness  and  for  that 
reason  alone  was  considered  revolu¬ 
tionary.  The  Movement’s  concept  of 
alcoholism  and  great  understanding 
of  the  psychodynamics  of  human  be¬ 
havior  was  in  sharp  contrast  to  the 
moralism  connected  with  emotional 
illness  at  that  period  in  history. 
Rather  than  being  concerned  with 
the  alcoholic’s  specific  “sin”,  the 
Emmanuel  approach  sought  to  dis¬ 
cover  the  underlying  reasons  behind 
anti-social  behavior.  In  other  words 
they  were  concerned  with  the  sick 
personality  and  the  symptoms  of  the 
sickness. 

Guilt  Lessened 

This  approach  was  greatly  instru¬ 
mental  in  relieving  the  alcoholic’s 
terrific  guilt  load.  Prayer  was  not 
directed  at  the  offender’s  sin,  but  at 
spiritual  rejuvenation  through  for¬ 
giveness.  When  the  alcoholic  felt  that 
his  behavior  was  beyond  the  realm 
of  will-power,  his  guilt  was  lessened 
and  replaced  by  the  positive  idea  of 
self-acceptance.  And  when  Worces¬ 
ter  himself  accepted  the  alcoholic  so 
heartedly  as  a  worthy  human  being, 
wholesome  in  the  eyes  of  God,  the 
alcoholic  came  to  forgive  and  accept 
himself.  Religious  change  rarely 
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came  through  dramatic  conversion, 
for  Worcester  saw  the  limitations  of 
the  evangelistic  approach  when 
working  with  alcoholics,  but  through 
gradual,  sustaining  change  that  was 
made  possible  through  teachings  and 
group  discussions.  As  the  alcoholic 
became  aware  of  an  “inner  spiritual 
self”  that  had  formerly  been  locked 
up  within  him,  a  self  that  could  ele¬ 
vate  him  above  his  hatreds,  resent¬ 
ments  and  anger,  his  sense  of 
achievement  at  this  improved  con¬ 
dition,  coupled  with  sustained  group 
and  individual  therapy,  enabled  him 
to  find  sobriety. 

A  reorganization  of  the  Emmanuel 
Movement  in  our  churches  would  be 
impractical  today,  nor  is  a  movement 
of  such  a  wide  scale  really  necessary 
with  help  available  from  treatment 
centers,  out-patient  clinics,  and  Alco¬ 
holics  Anonymous.  But  churches  to¬ 
day  are  not  carrying  their  part  of  the 
load,  even  though  their  ministers  are 
becoming  more  and  more  aware  of 
alcoholism  as  a  social  as  well  as 
spiritual  problem,  and  there  is  in¬ 
creasing  awareness  of  the  need  for 
education  about  alcoholism  and  the 
alcoholic. 

Educate  The  People 

First,  basic  attitudes  must  be 
changed  and  not  on  just  the  part  of 
the  church  leaders  alone-  At  a  recent 
Institute  on  Alcoholism  for  Mini¬ 
sters,  we  heard  a  minister  say  that 
if  an  alcoholic  came  into  church  on  a 
Sunday,  the  congregation  would 
throw  him  out.  The  problem  here  is 
not  one  of  educating  the  minister, 
but  educating  his  people.  The  re¬ 
sponsibility  for  changing  these  at¬ 
titudes  lies  on  the  shoulders  of  the 
minister,  through  organization  of 
church  classes  on  mental  health  and 
alcoholism  and  by  setting  an  ex¬ 
ample  for  the  congregation  to  fol¬ 
low.  Welcome  alcoholics  into  the 


church.  Urge  them  to  attend  services, 
visit  their  homes,  but  be  sure  to 
gain  their  confidence  before  bringing 
up  the  subject  of  drinking.  Encour¬ 
age  their  families  to  seek  help  from 
Al-Anon-  Let  them  know  that  you 
understand  them  and  want  to  help 
them,  and  what’s  more  that  you 
know  how  to  help  them.  Find  some 
“friendly  visitors”  in  your  own  con¬ 
gregation  who  will  offer  support  and 
encouragement  to  the  alcoholic.  Pray 
with  the  alcoholic,  but  do  it  wisely 
and  with  judgment  and  be  sure  the 
alcoholic  is  ready  for  it  and  under¬ 
stands  what  it  means. 

A  Few  Principles 

These  are  just  a  few  principles  the 
Emmanuel  Movement  has  taught  us. 
There  is  much  to  learn  from  it.  Its 
story  should  cause  organized  reli¬ 
gion  to  stop  and  think  of  today’s 
inadequate  treatment  facilities, 
faulty  conception  of  emotional  ill¬ 
ness,  and  the  prevalence  of  neuroses 
of  all  kinds-  Preaching  sin  and  pun¬ 
ishment  only  fosters  these  con¬ 
ditions;  indifference  on  the  part  of 
the  church  is  perhaps  even  a  greater 
sin  than  those  the  alcoholic  is  said 
to  have  committed.  The  Emmanuel 
Movement  has  shown  us  how  re¬ 
ligion  and  psychotherapy  can  come 
together  to  form  an  effective  pro¬ 
gram  of  rehabilitation  for  the  alco¬ 
holic.  To  those  who  would  question 
the  ethics  of  this,  it  must  be  said  that 
any  social  problem  is  an  ethical  prob¬ 
lem,  and  finally,  a  religious  problem. 

The  alcoholic  is  looking  for  God  in 
a  bottle.  He  must  be  shown  that  God 
is  all  around  him. 


1.  Understanding  and  Counseling  the 
Alcoholic  by  Howard  J.  Clinebell, 
Abingdon  Press,  New  York,  1956, 
pp  233. 

2.  Ibid,  p.  96. 
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6  Million  Alcoholics  in  the  United  States. 


Out  Of  16  Drinkers  Will  Become  An  Alcoholic. 


bitual  Drunkenness  Is  A  Disease  Symptom, 
ptoms  Of  Alcoholism  Develop  Progressively, 
ry  Alcoholic  Affects  At  Least  4  Other  People. 


s  CAN  Recover  With  Treatment. 


BY  LOUISE  K.  KENT,  M.A. 

EXECUTIVE  SECRETARY 
TROIT  COMMITTEE  ON  ALCOHOLISM 


HEN  we  examine  the  fact  that 
until  relatively  recent  years 
little  progress  was  made  in  changing 
attitudes  toward  the  alcoholic,  we 
must  conclude  that  strong  and  signi¬ 
ficant  values  are  held  that  inhibit  a 
real  recognition  of  scientific  facts  pre¬ 
sented  about  the  nature  of  alcoholism 
and  the  alcoholic. 

In  general,  Americans  are  very  am¬ 
bivalent  on  the  subject  of  alcohol. 
There  has  always  been  the  stigma 
attached  to  the  “confirmed  drunk¬ 
ard”  as  he  used  to  be  called  and  still 
is  occasionally.  Particularly  since 
World  War  I  there  has  been  an  ac¬ 
ceptance  of  excessive  social  drinking 
and/or  drunkeness  among  some  sub¬ 
groups  in  our  culture.  Cocktail  par¬ 
ties,  “the  man  of  distinction”  and  so 
on  have  engendered  the  idea  that 
drinking  is  not  only  pleasurable  but 
also  sophisticated,  socially  correct 
and  an  integral  part  of  “gracious 
living”.  Drunkenness  is  culturally 
sanctioned  in  some  groups.  Scientific 
statements  such  as  “1  out  of  16 
drinkers  will  and  do  become  alcohol¬ 
ics”  may  be  momentarily  the  cause 
of  disquiet  and  concern,  but  many 
people  do  not  want  to  recognize  that 
alcoholics  are  not  a  race  apart  but 
members  of  our  community.  Neither 
do  they  want  to  recognize  cases  of 
alcoholism  in  friends  or  family  mem¬ 
bers,  in  employees  or  neighbors. 
Why?  Because  we  go  back  to  the  old 
attitudes,  to  the  idea  that  it  is  a 
moral  dereliction  rather  than  a  treat¬ 
able  disease.  Just  so  long  as  we  have 
social  controls  that  tend  to  make  the 
victim,  his  family,  friends  or  employ¬ 
er  seek  to  hide  the  problem  or  ignore 
it  until  the  illness  is  far  advanced, 
case-finding  and  treatment  will  be  an 
uphill  struggle.  Part  of  the  difficulty, 
we  must  recognize,  is  that  the  alcohol¬ 
ic  himself  holds  these  same  values. 
This  makes  him  ashamed  to  present 
himself  for  treatment,  and  ashamed 
to  have  it  known  he  is  in  need  of 
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treatment.  It  makes  him  defensive 
when  help  is  offered. 

If  we  consider  the  larger  communi¬ 
ty  of  which  we  are  a  part,  we  must 
be  keenly  aware  of  what  Dawson 
called  “the  peculiar  duality  of  our 
civilization”.  We  are  the  intellectual 
products  of  two  great  traditions: 
Christianity  and  science.  Besides  this 
duality,  we  have  in  the  United  States 
— in  our  community  as  a  nation — a 
still  further  confusion  in  ideals  of 
Christian  love,  brotherhood,  private 
enterprise  and  democracy.  Add  to 
this  the  ambiguity  of  roles  resulting 
from  the  changing  roles  of  men  and 
women,  of  children  and  parents,  and 
from  the  changing  functions  of  the 
family  itself  in  relation  to  the  com¬ 
munity.  In  a  culture  already  pro¬ 
foundly  affected  by  and  not  yet  ad¬ 
justed  to  the  rapid  urbanization  and 
industrialization  this  country  ex¬ 
perienced,  we  have  all  these  factors 
as  well  as  the  more  universal  anx¬ 
iety  about  war,  the  hydrogen  bomb, 
total  extinction  and  so  on.  We  all 
live  under  conditions  that  conduce 
to  great  stress  and  keep  our  equili¬ 
brium  with  varying  degrees  of  suc¬ 
cess. 

Psychologically  Vulnerable 

I  have  mentioned  these  influences 
on  the  American  people  to  make  the 
point  that  our  cultural  configuration 
is  conducive  to  the  formation  of  con¬ 
ditions  that  cause  traumatization  and 
emotional  deprivation  of  personality. 
Dr.  E.  M.  Jellinek,  who  has  long  been 
a  most  careful  student  and  research¬ 
er  in  the  field  of  alcoholism,  with  the 
World  Health  Organization,  believes 
that  Americans  are  particularly  “vul¬ 
nerable”  to  addiction  to  alcohol,  that 
is  to  say,  psychologically  vulner¬ 
able. 

One  of  the  most  encouraging  as¬ 
pects  of  the  present  picture  is  the 
amount  o  f  educational-preventive 
work  that  is  being  done  and  the  in- 
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terest  in  it  which  is  evidenced  by  re¬ 
quests  from  groups  for  information, 
for  the  presentation  of  scientific 
facts  on  the  subject  of  alcoholism.  If 
the  knowledge  gained  is  usable  and 
communicable,  the  individually-ac¬ 
quired  gains  shall  have  a  profound 
significance  for  the  future.  As  Dr. 
Clinebell  says,  if  it  were  generally  ac¬ 
cepted  that  the  frequent  use  of  al¬ 
cohol  as  a  means  to  interpersonal  ad¬ 
justment  can,  and  too  frequently  does 
lead  to  alcoholism;  if  it  were  gener¬ 
ally  recognized  that  habitual  drunk¬ 
enness  is  the  symptom  of  a  disease; 
if  the  consequences  to  both  the  per¬ 
sonality  and  the  community  and  the 
nature  of  the  social  problems  created 
by  alcoholism  were  understood,  then 
hopefully  a  new  climate  of  public 
opinion  would  come  into  being.  Cul¬ 
tural  attitudes  toward  drunkenness 
would  exert  pressures  against  it, 
rather  than  encouraging  or  accept¬ 
ing  it.  All  of  us  know  the  social  con¬ 
trols  exerted  by  the  mores  of  our 
culture  are  far  more  effective  in  ex¬ 
erting  control  than  codified  law — 
witness  the  Volstead  Act,  and  the 
farce  of  the  prohibition  era,  with  im¬ 
possible  law  enforcement.  Sometimes 
in  attempting  to  alleviate  a  social 
problem,  greater  problems  are  creat¬ 
ed.  Too,  we  must  always  remember 
that  there  are  areas  of  privacy  in  the 
lives  of  the  citizenry  where  legisla¬ 
tion  is  completely  ineffective. 

Objectively  presented  facts  about 
alcoholism  are  as  well-accepted  and 
considered  by  college  students  as 
facts  about  divorce,  suicide,  juvenile 
delinquency,  industrial  problems  or 
any  other  social  problem.  The  deep 
roots  of  any  cultural  sanction  are  not 
created  by  any  short-term  procedure 
and  neither  can  we  expect  immediate 
results  from  social  education.  How¬ 
ever,  given  the  excitement  of  ideas 
and  the  principle  of  social  change  the 
ultimate  success  and  effectiveness 
of  properly  directed  preventive  ef- 
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forts  cannot  be  doubted.  In  the  pro¬ 
per  setting,  simple  statements  such 
as  “1  out  of  16  drinkers  will  become 
an  alcoholic,  according  to  estimates 
from  studies  made”,  and  that  “we 
have  not,  as  yet,  any  way  of  knowing 
which  individual  may  become  an  al¬ 
coholic”  seem  to  have  a  potent  and 
arresting  effect  on  intelligent  young 
people.  All  of  us  have  a  responsi¬ 
bility,  not  only  as  professionals  but 
as  citizens  for  preventive  work, 
which  is,  in  essence,  communication. 

We  need  to  say:  Do  you  know  that 
there  are,  by  the  most  recent  "esti¬ 
mates,  6  million  alcoholics  in  this 
country?  Do  you  know  that  it  is  esti¬ 
mated  that  every  alcoholic  affects 
the  lives  of  at  least  4  other  people 
so  that  at  least  30  million  people  are 
damaged  to  some  extent  by  the  exces¬ 
sive  use  of  alcohol?  Do  you  know 
that  there  are  between  IV2  and  2  mil¬ 
lion  women  alcoholics?  That  many 
of  these  are  mothers  whose  behavior 
has  a  probably  more  disruptive  in¬ 
fluence  on  the  home  and  the  emotion¬ 
al  development  of  the  children  in¬ 
volved? 

Complex  Disease 

We  need  to  define  alcoholism  as  a 
complex  disease  having  physiological, 
psychological  and  sociological  impli¬ 
cations  and  to  have  it  understood  that 
although  it  is  a  chronic  behavioral 
disorder  manifested  by  drinking  in 
excess  of  the  social  or  dietary  uses  of 
the  community  to  the  extent  that  it 
interferes  with  the  drinker’s  health, 
life  expression  and  his  social  or  eco¬ 
nomic  functioning,  it  is  treatable.  Al¬ 
coholics  can  recover  if  they  will  par¬ 
ticipate  in  treatment. 

We  must  make  it  known  that  that 
reputable  organization,  the  American 
Medical  Association,  has  recognized 
alcoholism  as  a  disease  entity  and 
that  influential  men  and  organiza¬ 
tions  have  come  to  realize  that  al¬ 
coholism  is  immune  to  punishment 
and  sermonizing. 
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In  communicating  to  the  public, 
we  have  a  responsibility  to  see  that  a 
clear  differentiation  can  be  made  be¬ 
tween  acute  intoxication  and  chronic 
alcoholism,  between  willful  drunken¬ 
ness  and  compulsive  drinking.  We 
should  be  able  to  convince  those  who 
need  to  know  that  diagnosis  of  al¬ 
coholism  pivots  on  the  concept  of 
loss  of  control  and  that  diagnosis 
alone  does  not  bring  about  recovery. 
The  diagnosis  must  be  accepted  and 
the  individual  become  willing  to  re¬ 
organize  his  life  on  the  basis  of  the 
diagnosis,  as  in  the  case  of  the  diabet¬ 
ic,  for  example.  He  can  live  a  norm¬ 
al,  happy  life  under  certain  accepted 
limitations,  and  with  proper  treat¬ 
ment. 

Four  Phases 

The  various  phases  or  stages  of 
the  disease  should  be  communicated, 
so  that  individuals  can  be  alert  to  the 
danger  signals.  Not  everyone  would 
agree,  perhaps,  with  Dr.  Jellinek’s 
outline  of  these  phases,  but  I  find 
them  particularly  useful  and  they 
are  incorporated  in  my  intake  form. 
This  not  only  gives  me  a  guide  for 
logical  questions  and  aids  my  own 
evaluation,  but  it  serves  to  communi¬ 
cate  to  the  other  staff  members  who 
may  see  the  patient  about  how  far 
his  involvement  with  alcohol  has  pro¬ 
gressed.  Since  Dr.  Jellinek’s  study  is 
based  on  an  analysis  of  the  drinking 
histories  of  more  than  2,000  alcohol 
addicts,  his  conclusions  have  more 
than  passing  interest  for  me  and  they 
are  supported  by  my  own  observa¬ 
tions  in  practice.  He  has  divided  the 
alcoholic’s  drinking  into  4  phases: 
the  pre-alcoholic,  the  prodromal,  the 
crucial  and  the  chronic.  The  first  two 
he  describes  as  purely  symptomatic 
and  the  latter  two  as  addictive.  Dur¬ 
ing  each  phase  he  notes  certain  be- 
havorial  symptoms  that  appear  char¬ 
acteristic. 

In  the  pre-alcoholic  phase,  the 


drinker  finds  more  relief  from  ten¬ 
sions  through  the  use  of  alcohol  than 
does  the  social  drinker.  Having  found 
what  alcohol  will  do  for  him,  he  seeks 
this  relief  repeatedly,  contrives  to  be 
where  alcohol  is  available  and  his 
tolerance  for  alcohol  increases- 

The  first  unmistakable  sign,  for 
Jellinek,  of  the  prodromal  phase  is 
the  recurrent  blackout:  A  slight  tem¬ 
porary  amnesia,  at  first,  where  there 
is  a  blank  for  a  period  in  which 
something  was  said  or  done  of  which 
the  drinker  has  to  be  reminded  the 
next  day.  If  it  recurs  with  any  re¬ 
gularity,  it  is  meaningful.  Typically, 
this  is  accompanied  by  surreptitious 
drinking,  sneaking  an  extra  drink 
while  mixing  drinks,  having  a  few 
before  going  where  drinks  (but  too 
few)  will  be  served,  and  so  on.  About 
now  alcohol  may  begin  to  cause  the 
drinker  some  misgivings,  some  self¬ 
doubt. 

Loss  of  control,  as  has  been  said,  is 
the  determinant.  When  the  drinker 
experiences  this,  he  is  in  the  so- 
called  crucial  stage.  Family  and 
friends  begin  to  express  concern,  he 
becomes  defensive  and  begins  to 
rationalize,  to  be  hostile  and  aggres¬ 
sive,  to  project  and  to  suffer  extreme 
remorse,  usually,  when  he  sobers  up. 
It  is  my  own  interpretation  that  it  is 
at  this  point  that  his  social  isolation 
begins.  He  feels  he  should  be  reject¬ 
ed,  becomes  frightened  and  more  de¬ 
fensive,  invites  rejection  by  refusing 
and  denying  need  for  help,  etc.,  and 
gradually  progresses  to  the  feeling 
that  everyone  is  against  him,  he  does 
not  need  them,  he  tells  them  so  or 
acts  in  such  a  way  that  he  is  actually 
rejected  and  he  becomes  socially  iso¬ 
lated.  If  one  can  recognize  this,  be 
empathetic  and  communicate  this 
with  acceptance,  it  opens  a  door  for 
which  the  patient  has  yearned  and 
he  responds.  They  are  the  loneliest 
people  I  know,  and  the  most  respon- 
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sive  when  rapport  is  established. 

Dr.  Jellinek  notes  that  the  patient 
tries  going  on  the  wagon  or  not  tak¬ 
ing  a  drink  until  a  certain  time  of  day 
and  so  on  in  this  stage,  in  an  effort  to 
control  the  drinking  that  has  become 
a  personal  concern  to  him.  With  each 
failure,  his  hostility  increases  and  he 
creates  situations  that  may  cause  him 
to  lose  his  wife,  his  job  or  his  friends 
because  they  are  reacting  to  him.  He 
may  also  at  this  time  start  to  hide  his 
liquor,  protect  his  supply  and  at 
about  this  time  he  also  ceases  to  eat 
properly  and  typically  may  be  jailed 
or  hospitalized.  His  sexual  drive  de¬ 
creases  and  in  line  with  the  tendency 
to  project,  his  hostility  toward  his 
wife  increases.  He  may  fantasy  un¬ 
faithfulness  on  her  part  which  in¬ 
creases  his  hostility  even  further, 
and  further  “justifies”  his  drinking. 
With  an  increased  intake,  he  is  often 
ill  in  the  morning  and  takes  “a  hair 
of  the  dog”;  soon  he  is  into  regular 
morning  drinking. 

This  leads  to  continuing  the  second 
day  and  later  into  prolonged  alcoholic 
bouts  that  invite  the  serious  physical 
and  mental  involvements  of  the 
chronic  phase.  He  has  tremors,  psy¬ 
chomotor  inhibition  such  as  being  un¬ 
able  to  write  his  name  or  lift  a  cup 
or  glass  to  his  mouth  without  the  aid 
of  alcohol,  indefinable  fears,  a  feel¬ 
ing  of  utter  hopelessness,  vague  re¬ 
ligious  feelings  and  his  rationaliza¬ 
tion  fails.  If  he  quits  alcohol  because 
he  is  too  sick  to  drink  any  more  or 
runs  out  of  money,  he  may  have  de¬ 
lirium  tremens.  He  has  “hit  bottom” 
and  has  no  choice  except  for  help,  at 
this  point,  in  many  cases.  In  others, 
after  reaching  this  point,  some  al¬ 
coholics  seem  to  be  able  to  accept 
this  as  the  only  way  of  life  and  be¬ 
come  so-called  “plateau  drinkers”,  i. 
e.,  never  entirely  drunk,  but  never 
sober.  Many  of  these  are  skid  row 
alcoholics,  which  by  the  way,  are  a 
very  small  proportion,  placed  by  some 

32 


as  low  as  only  10%  of  all  alcoholics. 
Many  skid  row  people  are  not  alcohol¬ 
ics  but  social  misfits  and  are  better 
designated  as  homeless  men.  It  is 
imperative  that  we  remove  the  stig¬ 
ma  and  blot  out  the  stereotype  of 
the  alcoholic  as  a  degraded,  disgust¬ 
ing  drunkard  and  urge  constructive 
action  in  the  community. 

To  sum  up,  the  alcoholic  is  a  sick 
individual  and  we  are  dealing  with 
not  only  a  sick  individual  but  with 
that  individual  in  relation  to  his  com¬ 
munity.  How  his  community  re¬ 
sponds  to  him  before,  during  and 
after  his  illness  is  crucial.  He  can  be 
treated  and  he  can  recover.  He  is 
worth  helping  as  has  been  proven  by 
the  highly  productive  lives  many  re¬ 
covered  alcoholics  live,  no  longer  as 
liabilities  but  as  great  assets  to  their 
communities.  We  must  recognize  al¬ 
coholism  as  a  major  public  health 
problem  of  epidemic  proportions  and 
accept  our  responsibility  in  dealing 
with  it,  not  only  as  professional  peo¬ 
ple,  but  as  citizens.  We  must  all  work 
toward  integrating  the  help  of  all  the 
resources,  forces  and  facilities  in  our 
community.  We  must  enlist,  offer  and 
receive  communication  within  that 
community.  We  must  organize  re¬ 
medial  measures,  integrate  services 
and  have  a  unified  approach  if  we 
are  to  be  fully  effective. 

Finally,  we  must  stimulate  public 
opinion  within  the  community  to  ac¬ 
cept  this  as  a  problem  and  to  feel  re¬ 
sponsibility  for  social  action.  A  very 
first  step  toward  all  this  is  the  com¬ 
plete  assimilation  of  the  fact  that 
alcoholics  are  people  like  you  and 
me,  not  a  special  and  inferior  breed 
of  degenerates  or  a  vicious  type  of 
moral  weaklings.  One  out  of  sixteen 
drinkers  is  destined  to  become  an 
alcoholic.  It  could  be  you  or  me  or 
anyone  we  know;  but  education  can 
be  preventive,  and  we  have  a  respon¬ 
sibility  to  communicate  our  know¬ 
ledge  and  attitudes  to  our  community* 
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ALCOHOLIC  TREATMENT  SERVICES 


ARE  PROVIDED  BY  THE  FOLLOWING 


MENTAL  HYGIENE  CLINICS 


Competent  Help  Is  Available  At  The  Local  Level 

For  an  appointment  the  prospective  patient  or  patient's  relative 
should  call  or  write  to  the  nearest  Clinic  stating  the  problem  for 
which  help  is  requested. 

Inability  to  pay  is  no  barrier  to  receiving  the  services  of  Mental 
Hygiene  Clinics.  Fees  are  usually  based  on  income,  number  of 
dependents,  and  ability  to  pay.  It  is  a  sign  of  good  judgment  for 
the  person  who  has  an  alcoholic  problem  to  seek  help.  All  Clinics 
cooperate  with  the  N.  C.  Alcoholic  Rehabilitation  Program  and 
local  agencies  and  persons  interested  in  helping  problem  drinkers. 


WRITE  OR  PHONE 


Mental  Hygiene  Clinic 

615  Wills  Forest  Rd. 
RALEIGH,  N.  C. 

Phone:  TE  4-6484 
Monday  through  Friday 


Forsyth  County  Program 
On  Alcoholism 


7th  &  Woodland,  Streets 
WINSTON-SALEM  ,  N.  C. 


Phone:  PArk  3-2471,  Ext.  29 


Monday  through  Friday 


Mental  Hygiene  Clinic 

Room  415,  City  Hall 
ASHEVILLE,  N.  C. 
Phone:  AL  3-8343 
Monday  through  Friday 


Graylyn  Hospital 

WINSTON-SALEM,  N.  C. 

Phone  DA  3-7391 
FRIDAY  ONLY.  This  is  purely  a 
Clinic  for  alcoholics  and  their 
families.  Out-Patient  mental 
hygiene  clinic  is  located  at  Bap¬ 
tist  Hospital,  Winston-Salem. 


Alcoholism  Clinic  of  the 
Psychiatric  Out-Patient  Service 

N.  C.  Memorial  Hospital 
CHAPEL  HILL,  N.  C. 

Phone:  9031 


Cumberland  County 
Guidance  Center 

1 1  5  Bow  Street 
FAYETTEVILLE,  N.  C. 

Phone:  HE  2-8120 
This  clinic  is  also  serving  as  a 
temporary  information  center 
for  alcoholics  and  their  families. 


Mental  Hygiene  Clinic 

1618  Elizabeth  Avenue 
CHARLOTTE,  N.  C. 

Phone:  ED  3-5441  &  ED  3-5442 


Monday  through  Friday 


Toward  helping  patients  to  re-establish  satisfactory  social  relations,  all  Clinics 
make  their  services  available  to  wives,  husbands,  or  other  close  relatives 
of  patients. 


ARP  EDUCATION  AND  INFORMATION  SERVICES 

■j  .  w 

INVENTORY — bimonthly  magazine  using  the  techniques  of  education  in 
presenting  facts  about  alcoholism  in  popular,  illustrated  style. 

Films — on  alcohol  facts  and  personality  health  for  distribution  among  groups 
interested  in  brief,  factual  motion  picture  studies.  Obtainable  from  State 
Health  Department. 

The  ARC  Brochure — illustrated  booklet  on  North  Carolina’s  program  for 
treating  alcoholism  as  an  emotional  sickness. 

The  New  Cornerstones — ARP  family  manual  giving  basic  facts  about  alco¬ 
holism  and  suggestions  for  coping  with  the  personality  sickness. 

The  Lonesome  Road — eight  sets  of  eight  15-minute  radio  narratives  drama¬ 
tizing  the  way  of  the  alcoholic,  for  use  on  local  stations. 

Anyone  You  Know? — radio  drama  of  the  steps  to  alcoholism,  to  voluntary 
treatment,  to  rehabilitation,  in  15-minute  records. 

ARP  Staff  Speaker — members  of  the  ARP’s  Raleigh  and  Butner  staffs  are 
available  for  speeches  before  civic  and  professional  groups. 

Library  Display — primarily  for  local  public  libaries;  also  available  to  school 
librarians  and  principals.  All  requests  should  be  made  through  local  public 
library  to  N.  C.  State  Library,  Raleigh. 

Book  Loan  Service — kits  containing  reference  books  and  pamphlets  on 
alcoholism.  Available  to  teachers  from  the  N.  C.  Alcoholic  Rehabilitation 
Program,  Raleigh. 

Consultant  Service  for  establishment  of  local  programs. 

These  services  are  free  upon  request  of  citizens  residing  in  North  Carolina. 
For  free  materials  in  limited  quantity,  write 

N.  C.  Alcoholic  Rehabilitation  Program 
P.  O.  Box  9494 
Raleigh,  N.  C. 


Entered  as  Second-Class  Matter  at  the  Post 
Office,  Raleigh,  N.  C.,  under  the  authority 
of  the  Act  of  August  24,  1912. 


9 


PUBLISHED  BY  THE  N.  C.  ALCOHOLIC  REHABILITATION  PROGRAM 


Worth  Carolina  State  Library  JAN.- FEB.,  1959 


JCO, 


ITREATMENT 

I  REHABILITATION 
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Who,  Me?  Neurotic? 

What  The  Experts  Say  About  Alcoholism 

The  Problem  Drinker— As  Industry  Sees  Him 

Understanding  And  Acceptance— The  Alcoholic’s 
Greatest  Needs 

The  Normal  And  Abnormal  Drinker 
A  Cultural  View  Of  Man’s  Drinking  Habits 
News  From  ’Round  The  World 

Letters  To  The  Program 
Book  Review 
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BUTNER,  N.  C 


The  N.  C.  Alcoholic  Rehabilitation  Center  is 
a  facility  for  the  treatment  of  male  and  female 
problem  drinkers  who  request  admission.  The 
clinic  is  located  at  Burner,  N.  C.,  and  is  operated 
by  the  North  Carolina  Alcoholic  Rehabilitation 
Program  under  the  N.  C.  Hospitals  Board  of 
Control.  Admission  to  the  Center  is  strictly 
voluntary.  The  cost  of  treatment  is  $75  for  28 
days*  stay. 

Burner  Treatment  Methods 

Treatment  at  the  Center  is  by  psychotherapy 
and  consists  of  group  discussions  led  by  the 
clinical  personnel,  educational  films,  individual 
consultatons  with  the  doctors,  vocational  guid¬ 
ance,  recreation,  rest,  proper  food  and  prescribed 
medications.  Burner  is  staffed  by  the  Clinical 
Director,  four  other  physicians,  a  chaplain,  a 
phychologist,  social  worker,  a  recreation  di¬ 
rector,  an  occupational  therapist,  and  ten  at¬ 
tendants. 


The  Butner  Patients 

Patients  must  come  to  Butner  of  their  own 
free  will.  No  patients  are  accepted  by  court 
order.  The  patient  who  is  sincere  in  wanting 
help  and  comes  voluntarily  to  the  Center  stands 
a  much  better  chance  of  a  successful  rehabilita¬ 
tion  than  the  one  who  is  pressured. 

Entrance  Requirements 

1.  Admission  is  by  appointment  only  in  re¬ 
sponse  to  written  application  to  the  Medical 
Superintendent,  Butner,  N.  C.,  expressing  vol¬ 
untary  desire  for  treatment. 

2.  A  complete  social  history  compiled  by  a 
trained  social  worker  in  the  local  Public  Welfare 
Department  or  Family  Service  Agency,  and  a 
complete  medical  history,  compiled  by  the  pa¬ 
tient’s  family  physician  are  necessary. 


3.  A  fee  of  $75,  in  cash  or  certified  check, 
must  be  paid  upon  admission. 

4.  The  signing,  on  admission,  of  a  letter- 
statement,  which  requests  voluntary  admission. 

It  is  especially  important  that  patients  apply¬ 
ing  for  admission  to  the  NCARP  Treatment 
Center  have  a  thorough  medical  examination 
and  be  in  good  physical  condition  at  the  time 
of  their  admission.  There  are  no  facilities  pro¬ 
vided  at  the  Rehabilitation  Center  for  the  treat¬ 
ment  of  physical  illness.  Patients  are  expected 
to  enter  into  the  recreation  program  and  to  per¬ 
form  certain  daily  chores  assigned  to  them. 
Patients  with  serious  disabilities  which  would 
prevent  their  climbing  steps  are  advised  not  to 
seek  admission,  inasmuch  as  sleeping  quarters 
are  on  the  second  floor. 


Admitting  Hours 

8  A.M.  to  11  A.M.  Monday  through  Friday 
1  P.M.  to  3  P.M.  Monday  through  Friday 

Patients  must  be  sober  upon  admission,  and  in 
good  physical  condition.  No  visitors  are  allowed. 


ALCOHOLIC  REHABILITATION  PROGRAM 

OF  THE 

NORTH  CAROLINA  HOSPITALS  BOARD  OF  CONTROL 

NORBERT  L.  KELLY,  Ph.D.  ROBERTA  LYTLE,  R.N.,  M.S.Sc. 

Executive  Director  Psychiatric  Social  Work  Consultant 

GEORGE  ADAMS 

Educational  Director 


N.  C.  HOSPITALS 

BOARD  OF  CONTROL 

Eugene  A.  Hargrove,  M.D. 

General  Superintendent 

Roy  M.  Purser 

General  Business  Manager 

BOARD 

W.  G.  Clark _ Chairman  Emeritus 

Tarboro 

John  W.  Umstead,  Jr. _ Chairman 

Chapel  Hill 

R.  P.  Richardson _ Vice-Chairman 

Reidsville 

♦Mrs.  Vance  B.  Gavin _ Secretary 

Kenansville 

John  Ruggles _ Chairman 

ARP  Committee,  Southern  Pines 

H.  W.  Kendall _ Greensboro 

W.  P.  Kemp _ Goldsboro 

Dr.  Yates  S.  Palmer _ Valdese 

Mrs.  E.  F.  McCulloch _ Elizabethtown 

*N.  C.  Green _ Williamston 

Bedford  W.  Black _ Kannapolis 

D.  W.  Royster _ Shelby 

C.  Wayland  Spruill  _ Windsor 

Isaac  D.  Thorp _ Rocky  Mount 

Kelly  Bennett _ Bryson  City 

* J.  F.  Strickland _ Durham 


INVENTORY 

Volume  VIII  Number  5 

January-February,  1959 
Raleigh,  N.  C. 

An  Educational  Journal  on  Alcohol  and  Alco¬ 
holism.  Published  bi-monthly  by  the  North 
Carolina  Alcoholic  Rehabilitation  Program 
created  within  the  State  Hospitals  Board  of 
Control  by  Chapter  1206,  1949  General  Ses¬ 
sion  Laws  authorizing  the  State  Board  of 
Health  and  the  Department  of  Public  Wel¬ 
fare  to  act  in  an  advisory  capacity.  Offices 
Old  Health  Bldg.,  Raleigh,  North  Carolina. 

CLAIRE  CHENEY 

Editor 


ELEANOR  BROOKS 

Circulation  Manager 

This  journal  is  printed  as  a  public  informa¬ 
tion  service.  Persons  desiring  a  place  on  the 
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A  feature  designed  to  help  you  keep  posted 
on  developments  in  the  field  of  alcoholism. 


NEW  YORK:  According  to  a  recent  news  release,  Dr.  Robert  I.  Levy  says  there  is  such 
a  thing  as  the  "alcoholic  personality",  contrary  to  growing  doubt  among 
scientists.  Levy  says  the  place  to  begin  describing  the  structure  of  the  alcoholic 
personality  is  at  its  foundation  stones  beneath  the  surface  and  not  with  any  of 
the  weird  personality  patterns  which  could  be  erected  on  those  foundation 
stones.  Those  stones,  according  to  Levy,  are  unconscious  needs  and  if  alcohol 
seems  to  lessen  the  problems  which  grow  out  of  the  needs,  then  you  have 
the  base  of  the  alcoholic  personality. 


RALEIGH:  The  ARP  will  hold  an  Alcoholism  Institute  for  Social  Workers  March  21,  at 
the  invitation  of  the  Piedmont,  N.  C.,  Chapter  of  the  National  Association  of 
Social  Workers.  The  morning  session  will  feature  talks  on  "Team  Process  and 
Group  Therapy  in  a  Hospital-based  Alcoholic  Clinic".  "Some  Aspects  of 
Therapy  in  a  Home  for  Skid  Row  Alcoholics"  will  be  the  topic  for  discussion 
at  the  afternoon  session.  The  Institute  will  be  held  on  the  campus  of  Wake 
Forest  College,  Winston-Salem. 


CALIFORNIA:  Although  its  only  1959,  plans  are  already  underway  by  General  Service 
Headquarters  of  Alcoholics  Anonymous  for  the  1960  World  Convention,  to 
be  held  at  Long  Beach,  California.  AA  members  from  all  parts  of  the  world 
are  expected  to  attend  the  convention. 


FRANCE:  A  recent  report  in  "The  Christian  Science  Monitor"  says  that  France  has  more 
alcoholism  than  any  other  country  in  Europe.  The  consumption  of  pure  alcohol 
per  capita  per  annum  is  not  only  the  largest  in  continental  Europe,  but  more 
than  three  times  greater  than  in  the  so-called  "hard  liquor"  countries— the 
British  Isles  and  the  U.  S.  Alcohol  consumption  is  associated  with  40%  of 
all  illnesses  treated  in  French  hospitals,  bringing  about  200,000  deaths  a 
year.  It  also  accounts,  according  to  the  article,  for  57%  of  circulation 
accidents  and  20%  of  occupational  accidents.  It  is  felt  that  steps  will  soon 
be  taken  by  the  French  government  to  protect  society  from  alcoholic  abuse, 
although  no  prohibition  is  seen. 
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NEW  HAVEN:  The  Publications  Division  of  the  Yale  Center  of  Alcohol  Studies  has 
announced  the  publication  of  a  new  book,  "Drinking  and  Intoxication:  Selected 
Readings  in  Social  Attitudes  and  Controls,"  edited  by  Raymond  G.  McCarthy, 
Associate  Professor,  Health  Education,  Yale  University  and  Associate  Director 
of  the  Yale  Summer  School  of  Alcohol  Studies.  The  500-page  volume  is 
published  jointly  with  The  Free  Press  of  Glencoe,  III.  The  book  is  a  compilation 
from  many  sources  of  materials  which  bear  directly  on  the  attitudes  toward 
drinking  and  drunkenness  among  different  peoples  of  the  world  at  different 
periods  of  history.  Special  attention  is  given  to  historical  and  contemporary 
drinking  customs  and  attitudes  in  the  United  States. 


SOUTHERN  PINES:  NCARP  Committee  Chairman,  John  Ruggles,  of  Southern  Pines 
was  recently  named  the  1958  recipient  of  the  Sandhills  Kiwanis  Club  Builders 
Cup  for  "longtime  service  to  the  upbuilding  of  the  Sandhills  without  thought 
of  personal  gain."  Congratulations  to  Mr.  Ruggles  for  receiving  this  honor. 


NEW  HAVEN:  The  1959  Summer  School  of  Alcohol  Studies  will  be  held  from  June  28 
through  July  23,  at  Yale  University.  Application  forms  and  a  prospectus 
describing  the  course  in  detail  and  containing  information  on  accommodations, 
fees,  etc.  are  now  available  for  distribution.  This  year  special  emphasis  will  be 
given  to  effective  Public  Health  techniques  in  the  field  of  alcoholism  with 
the  establishment  of  a  Public  Health  Seminar.  All  applications  for  admission 
to  the  1959  session  must  be  submitted  by  March  15. 


SOUTH  AFRICA:  An  Information  Center  has  been  established  by  the  Cape  Peninsula 
society  for  Education  on  Alcoholism  in  Capetown.  In  addition,  a  Therapeutic 
Center  for  Alcoholics  has  just  been  opened  at  "Sans  Souci",  Newlands. 


RALEIGH:  PI  ans  are  now  in  the  making  for  the  1959  Nurses'  Institute  in  Alcoholism, 
held  annually  by  the  ARP  in  conjunction  with  the  three  state  nurses'  associ¬ 
ations.  The  one-day  Institute  will  be  held  in  the  spring  and  will  feature  out¬ 
standing  speakers  in  the  field  of  alcoholism  treatment  and  education.  Private, 
public  health,  industrial  and  institutional  nurses  will  attend  the  Institute. 


CHICAGO:  The  Committee  on  Alcoholism  of  the  Council  on  Mental  Health  of  the 
American  Medical  Association  has  recently  published  a  Directory  of  State 
Resources  on  Alcoholism,  which  will  be  used  by  physicians.  The  Directory 
includes  a  listing  of  state  government  agencies  concerned  with  alcoholism 
education  and  treatment,  plus  a  listing  of  citizens'  voluntary  committees  and 
of  committees  on  alcoholism  of  state  medical  societies. 
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Has  Deep  Interest 

Could  you  please  place  my  name 
on  your  regular  mailing  list  for  your 
publications?  I  have  a  deep  interest 
in  this  field  of  work  and  want  to 
thank  your  organization  for  your 
labors  in  this  field. 

The  Rev.  Edward  Laffman 
Henderson,  N.  C. 


Family  Life  Workshop 

In  our  Family  Life  Education 
Workshop  to  be  held  in  January,  we 
would  like  to  distribute  kits  of  mat¬ 
erial  to  each  person  present.  If  you 
have  any  free  leaflets  or  pamphlets 
on  alcohol,  please  send  them  to  me 
immediately.  In  our  workshop,  we 
are  discussing  emotional  behavior 
and  its  relationship  to  the  use  of 
alcohol,  broken  homes  and  juvenile 
delinquency. 

Mrs.  Geneva  J.  Bowe,  Supervisor 
Hertford  County  Schools 
Murfreesboro,  N.  C. 


Wants  Ministers’  Guide 

On  February  27,  there  will  be  a 
seminar  and  workshop  for  the  minis¬ 
ters  and  key  laymen  of  55  Methodist 


churches  in  Central  Massachusetts. 
The  subject  under  consideration  will 
be  “Rehabilitation  of  the  Alcoholic”. 
I  discover  you  have  an  excellent 
piece  of  literature  that  we  would 
like  to  feature  on  a  literature  table, 
“Alcoholics  Are  God’s  Children,  Too”. 
Can  you  arrange  to  send  us  50  copies? 

The  Rev.  James  R.  Uhlinger 

Wesley  Methodist  Church 

Worcester,  Massachusetts 

{Ed.  Note :  There  is  a  charge  for 
quantity  orders.  Price  list  for  all 
ARP  literature  available  on  request.) 

Thanks  For  Inventory 

During  my  stay  as  the  Command¬ 
ing  Officer  of  The  Salvation  Army 
Men’s  Social  Service  Center,  whose 
program  is  built  on  rehabilitation  of 
the  alcoholic,  I  received  the  booklet, 
INVENTORY,  which  I  found  to  be  of 
valuable  help.  I  am  now  located  in 
Columbus,  Ohio,  and  would  like  to  be 
put  on  your  mailing  list  again.  In 
anticipation  of  your  generous  re¬ 
sponse,  I  would  like  to  say  “thank 
you.” 

Lloyd  Smith,  Major 
The  Salvation  Army 
Columbus,  Ohio 

From  Al-Anon  Member 

Please  put  me  on  your  mailing  list 
for  your  magazine,  INVENTORY.  I 
have  been  told  by  the  Al-Anon  Group 
that  this  is  a  service  which  your  de¬ 
partment  handles.  If  you  have  any 
other  literature  which  you  think 
might  help  me  or  be  of  any  benefit  to 
my  husband,  I  would  appreciate  it 
very  much  if  you  would  mail  it  to  me. 
My  husband  is  a  recent  member  of 
AA  and  both  of  us  are  interested  in 
anything  which  will  help  in  our  re¬ 
covery. 

Al-Anon  Member 
Burlington,  N.  C. 
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ARTICLES  AND  FEATURES  OF  INTEREST  ON  ALCOHOL  AND  ALCOHOLISM 


Uncontrolled  drinking  is  just  one  of  many  symptoms 
that  may  develop  when  one  is  ruled  by  his  emotions. 


THE  nerve  of  that  guy,  telling  me 
I’m  neurotic.  I’m  not  crazy.  I 
just  drink  too  much!” 

The  words  might  be  spoken  by  al¬ 
most  any  alcoholic.  His  resentment 
at  even  a  suggestion  of  emotional 
illness  is  swift  and  intense.  He  mis¬ 
interprets  the  term  when  applied  to 
him,  suspects  that  we  have  already 
reserved  a  room  for  him  at  the  near¬ 
est  mental  institution.  He  reacts  by 
angrily  closing  his  mind  and  running 

JANUARY-FEBRUARY,  1959 


for  the  nearest  exit. 

This  is  unfortunate,  because  alco¬ 
holism  is  a  neurosis.  The  alcoholic 
is  emotionally  sick.  But  he  may  ex¬ 
pend  so  much  energy  dodging  the 
truth  that  he  blocks  his  way  to  so¬ 
briety  and  effective  living.  He  con¬ 
siders  the  stigma  of  emotional  illness 
too  great  to  bear,  so  he  keeps  circling 
his  real  problems,  never  getting  any 
closer  to  their  solution. 

In  this  misconception,  the  alcoholic 
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only  reflects  attitudes  widely  held  by 
the  American  public,  of  which  he  is  a 
part.  The  great  majority  of  people 
still  believe  mental  or  emotional  ill¬ 
ness  is  somehow  much  more  disgust¬ 
ing  and  shameful  than  physical  ill¬ 
ness.  To  some  extent  this  is  a  carry¬ 
over  from  primitive  times  when  the 
mentally  ill  were  thought  to  be  in- 
habited  by  the  gods  or  possessed  by 
a  devil.  Today,  of  course,  medical 
science  knows  they  are  legitimately 
sick  people.  Nevertheless,  a  large 
segment  of  the  public  still  embraces 
superstition  rather  than  truth. 

To  counteract  the  lingering  stigma, 
the  alcoholic  should  learn  the  facts 
about  his  neurosis.  First,  he  must 
understand  that  he  has  a  milder  form 
of  emotional  illness  than  those  pa¬ 
tients  who  suffer  from  a  psychosis, 
which  often  requires  long-term  hos¬ 
pitalization  and  intensive  psychiatric 
therapies.  His  ailment  is  not  nearly 
so  severe,  nor  should  it  require 
lengthy  confinement  in  an  institu¬ 
tion. 

Plenty  of  Company 

Neither  can  the  neurotic  alcoholic 
be  set  apart  as  a  member  of  a  minor¬ 
ity  unfit  for  normal  society.  It  may 
surprise  him  to  learn  that  he  has 
plenty  of  company.  Some  doctors  es¬ 
timate  the  neurosis  rate  for  Ameri¬ 
cans  as  high  as  80  per  cent.  Others 
say  it  is  nearer  50  to  60  per  cent.  So 
instead  of  pointing  the  finger  of 
scorn  at  “those  neurotics”,  Mr. 
Average  Citizen  might  well  change 
his  concept  to  “us  neurotics.” 

What  do  the  neurotics  have  in 
common?  How  can  we  tell  the  differ¬ 
ence  between  the  sick  and  the  well? 
This  can  best  be  explained  by  con¬ 
trasting  neurotic  behavior  with  the 
so-called  normal.  In  her  book  about 
alcoholism,  Dr.  Ruth  Fox  explains  it 
this  way:  “The  difference  (between 
neurotic  and  normal)  can  be  likened 


to  that  between  freedom  and  slavery. 
If,  in  the  face  of  a  given  situation, 
you  react  flexibly,  responding  to  the 
situation’s  realities,  learning  from 
experience,  then  you  are  healthy,  at 
least  in  relation  to  such  a  situation. 
If,  on  the  other  hand,  you  react  al¬ 
ways  in  the  same  way,  never  adapt¬ 
ing,  never  changing,  never  learning 
from  experience,  if  your  response  is 
in  a  fixed  pattern  no  matter  what 
the  situation’s  realities,  then  you  are 
in  trouble.” 

Very  similarly,  Dr.  Smiley  Blanton, 
psychiatrist,  explains  the  difference 
between  the  neurotic  and  the  normal 
as  that  between  rigidity  and  flexibil¬ 
ity  of  emotional  reactions. 

The  Rigid  Reaction 

Suppose  we  express  the  difference 
in  terms  of  everyday  experience.  A 
salesman,  for  example,  gets  a  nasty 
rebuff  to  his  sales  proposition  from 
an  affluent  customer.  He  is  not  only 
turned  down  flat  but  his  business 
judgment  as  well  as  the  quality  of 
his  product  is  insulted  by  the  hot- 
tempered  businessman.  If  he  is  an 
emotionally  healthy  person,  the  sales¬ 
man  may  react  in  any  number  of  dif¬ 
ferent  ways.  Perhaps  he  will  decide 
to  defend  himself  and  his  product  in 
a  logical  and  calm  way,  or  else  to  say 
nothing  at  all  until  the  customer 
calms  down.  It  may  seem  best  to 
overlook  the  whole  affair,  to  smile 
and  make  a  graceful  exit,  or  even  to 
take  the  customer  to  task  for  his 
unreasonableness.  His  emotions  may 
reflect  calm,  anger,  detachment, 
amusement  or  any  number  of  other 
reactions.  The  healthy  person  can 
sift  through  all  these  emotional  re¬ 
actions  and  pick  out  an  appropriate 
one  to  fit  the  situation.  He  is  free  to 
choose. 

What  would  the  neurotic  do  in  the 
same  circumstances?  Inside,  he  might 
experience  some  of  the  same  feelings 
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at  being  rebuffed  as  the  normal  per¬ 
son  did.  But  if  you  knew  him,  you 
could  predict  almost  infallibly  what 
his  reaction  would  be.  Suppose  he 
becomes  very  angry,  blows  up  at  the 
customer  and  insults  him  in  return. 
There  are  times,  of  course,  after  all 
other  alternative  reactions  have  been 
explored,  when  anger  is  appropriate. 
But  the  point  is,  the  neurotic  would 
not  be  able  consciously  to  choose  his 
reaction  as  did  the  healthy  person.  In 
the  neurotic,  the  emotional  response 
just  pops  out  before  he  even  realizes 
what  has  happened.  And,  equally 
important,  it  will  always  be  the  same 
type  of  response.  Instead  of  being 
master  of  his  emotions,  the  neurotic 
is  enslaved  by  them. 

We  can  be  sure  that  the  neurotic 
salesman’s  rigid  reaction  pattern 
would  get  him  into  trouble.  He  would 
probably  lose  his  job  for  alienating 
a  good  customer.  The  curious  thing 
is  that  he  would  not  be  able  to  profit 
by  his  experience.  If  he  got  another 
position,  the  first  balky  customer  he 
encountered  would  elicit  the  same 
emotional  response  that  lost  him  the 
previous  job.  He’d  be  fired  again, 
again  and  again.  But  he  is  powerless 
to  control  his  emotions. 

The  neurotic  may  realize  intellec¬ 
tually  that  his  rigid  behavior  gets 
him  into  trouble.  But  mere  recogni¬ 
tion  will  not  enable  him  to  change 
his  response  to  suit  the  occasion.  He 
literally  cannot  do  otherwise,  since 
he  is  ruled  by  emotional  forces  which 
are  outside  his  consciousness. 

Now,  we  can  begin  to  see  how  the 
alcoholic  fits  into  this  picture  of  neu¬ 
rotic  behavior.  Recall  that  an  alco¬ 
holic  has  been  described  as  a  person 
whose  drinking  is  compulsive  and 
uncontrolled,  eventuating  in  damage 
to  every  area  of  his  life — health, 
family,  job,  church,  social,  etc.  The 
question  is,  why  does  he  keep  on 
drinking  after  the  damage  has  al¬ 


ready  set  in?  How  many  perplexed 
and  anguished  loved  ones  have  ask¬ 
ed,  “Why  do  you  keep  on  drinking, 
Joe,  when  you  know  it’s  ruining  you 
and  us,  too?” 

To  go  back  to  our  neurotic  sales¬ 
man  for  a  moment.  Why  would  he 
give  vent  to  his  anger  when  he  knew 
very  well  it  would  get  him  into  trou¬ 
ble  time  and  time  again?  The  answer 
is,  he  was  ruled  by  emotional  forces 
over  which  he  had  no  control.  And 
so  is  the  alcoholic.  They  are  brothers 
under  the  skin.  Even  though  the  one 
may  never  have  had  a  drink,  nor  the 
other  have  ever  lost  his  temper. 

The  alcoholic  has  developed  his 
own  special  way  of  reacting  to  stress¬ 
ful  situations.  He  runs  for  the  bottle, 
gets  drunk.  He  has  no  more  control 
over  this  reaction  than  does  the  sales¬ 
man  over  his  temper  outburst.  He  is 
suddenly  overwhelmed  by  his  emo¬ 
tions.  This  is  the  common  denomi¬ 
nator  of  neurosis. 

The  neurotic  is  not  condemned  to 
emotional  slavery  for  the  rest  of  his 
day.  He  can  change.  His  emotional 
ailment  can  be  treated,  arrested  and, 
in  many  cases,  cured  completely.  The 
process  is  not  as  easy,  of  course,  as 
getting  a  shot  of  penicillin  in  the 
doctor’s  office.  It  requires  something 
of  the  patient — a  deep  desire  to  get 
well,  plus  a  willingness  to  discover 
the  truth  about  oneself.  But  the 
treatment  can  be  very  rewarding. 
The  neurotic  can  regain  mastery  of 
his  emotions. 

If  drinking  is  your  symptom,  we 
hope  you  will  no  longer  be  ashamed 
of  being  a  member  of  the  neurotic 
majority.  Remember,  you  have 
plenty  of  fellow  sufferers.  And  you 
can  recover  your  health  if  you  real¬ 
ly  want  to  badly  enough. 

“By  the  way,  will  you  hand  me 
my  bottle  of  tranquilizers  on  your 
way  out?  I’ve  got  another  one  of 
my  sick  headaches!” — G.H.A. 
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What  happens  when  a  seemingly  normal  social 
drinker  becomes  a  person  to  whom  alcohol 
is  the  beginning  and  the  end — a  compulsive 
drinker  who  tries  to  hide  behind  the  bottle? 
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THE  term  “normal  drinker”  is  not 
paradoxical.  If  he  is  normal,  he 
presents  a  picture  of  a  convival 
drinker  who  uses  alcohol  as  a  socially 
acceptable  gesture  and  never  gets 
into  serious  trouble  from  its  use. 
His  drinking  is  done  solely  to  bring 
about  a  state  of  mind  in  which  his 
thought  processess  are  less  strictly 
inhibited.  He  gains  freedom  from  the 
conformity  to  the  behavior  demanded 
by  maturity  and  is,  therefore,  more 
childlike  and  naive.  He  cajoles  his 
subjective  self  in  some  such  fashion 
as  this:  “Let’s  make  believe  that  life 
is  all  happiness,  and  I,  with  a  few 
cocktails  under  my  belt,  am  one  of 


The  borderline  between  normal 
and  abnormal  drinking  is  crossed 
when  a  man  attempts  to  use  alcohol 
as  an  aid  to  adjust  himself  to  reality. 
The  first  symptoms  of  this  dangerous 
and  abnormal  use  of  alcohol  may  be 
transitory  or  may  be  the  beginning 
of  an  eventual  slavish  dependency. 
Early  danger  signals  are  flown  in 
various  ways.  For  instance,  we 
notice  that  the  conversation  of  one  of 
our  friends,  whom  we  have  always 
considered  a  normal,  well-behaved 
and  reserved  person,  becomes  em¬ 
barrassingly  indecent  after  a  few 
drinks.  Another  friend,  ordinarily 
modest  and  retiring,  becomes  ex- 


From  ALCOHOL :  ONE  MAN’S  MEAT , 
by  Edward  A.  Strecker,  A.M.,  M.D., 
Sc.D.,  and  Francis  T.  Chambers ,  Jr.  Copy¬ 
right  1938,  by  The  Macmillan  Company. 
Reprinted  by  permission. 


the  most  contented,  charming,  and 
intelligent  members  of  my  group. 
The  fact  that  I  have  a  wart  on  my 
misshapen  nose  is  more  than  com¬ 
pensated  for  by  intelligence  and 
charm.”  This  Utopia  vanishes  with 
sobriety,  and  though  the  sober  per¬ 
sonality  is  painfully  aware  of  the 
wart  on  the  nose  and  keenly  realizes 
that  he  is  woefully  lacking  in  the 
charm  and  intelligence  he  craves,  he 
neverthless  accepts  the  reality  of  so¬ 
briety  because  he  is,  in  fact,  well  ad¬ 
justed  to  it.  We  may  sum  up  the  nor¬ 
mal,  controlled  user  of  alcohol  by 
saying  he  drinks  to  exaggerate  real¬ 
ity  because  he  finds  reality  enjoy¬ 
able. 


tremely  boastful  under  the  same  con¬ 
dition.  Occasionally  we  see  someone 
who  is  usually  friendly  and  gregari¬ 
ous  suddenly  become  rude  and 
gauche  after  he  has  had  a  few  high¬ 
balls.  In  the  peculiarities  of  these 
reactions,  we  believe  that  there  is 
revealed  a  glimpse  of  the  attempt  of 
the  ego  to  compensate  for  certain 
conflicts  not  acceptable  to  the  ego 
ideal  of  the  individual.  It  is  as  if  the 
intoxicated  person  unconsciously 
knew  that  by  narcotizing  the  higher 
nervous  centers,  too  much  of  the  in¬ 
ner  man  would  be  revealed  to  the 
judgment  of  his  fellows,  and  so  he 
attempts  to  compensate  for  deficien¬ 
cies  of  personality,  normally  unad- 
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mitted,  even  to  himself.  Sometimes 
the  conversation  of  a  drinker,  who 
becomes  embarrassingly  indecent, 
may  lead  you  to  suspect  that  he  is 
suffering  from  a  sex  complex,  for  it 
is  true  that  the  unfortunate  who  at¬ 
tempts  to  convey  the  impression  of 
potency  is  usually  insecure  in  his 
own  feelings  of  sexual  adequacy.  The 
boaster  who  brags  of  his  prowess  in 
the  business  world  when  he  has 
“drink  taken”  is  insecure  in  his  in¬ 
nermost  feelings  about  his  ability, 
and  is  endeavoring  to  reassure  both 
you  and  himself.  The  man  who  be¬ 
comes  rude  and  gauche  is  merely 
trying  to  hide  his  social  insecurity  by 
attacking  first,  because  he  constantly 
fears  that  a  social  offensive  may  be 
launched  against  him.  Thus,  one  of 
the  hazards  of  alcohol  is  that  without 
conscious  deliberation  it  may  be 
readily  applied  as  a  salve,  which  in 
the  beginning,  at  least,  acts  magically 
in  soothing  the  painful  wounds  of 
personal  belittlement  and  insignific¬ 
ance. 

In  this  connection,  we  must  not  ac¬ 
cept  the  old  adage,  “in  vino  veritas”, 
too  literally,  as  it  would  require  a 
trained  psychotherapist  to  analyze 
the  drunken  babble  of  many  alcohol¬ 
ized  persons.  Addison  observed  care¬ 
fully  in  order  to  write  that  alcohol 
“displays  every  little  spot  of  the  soul 
in  its  utmost  deformity,”  but  this 
does  not  necessarily  mean  that  the 
soul  of  the  alcoholic  is  more  spotted 
than  other  souls.  It  does  mean  that 
alcohol  is  the  great  Uninhibitor  and 
releases  material  from  depths  which 
otherwise  would  never  have  reached 
the  surface.  What  we  must  accept  in 
the  individual  whose  drinking  has  be¬ 
come  a  problem  to  his  friends,  his 
family,  and  himself  is  that  he  is  un¬ 
doubtedly  tending  to  use  alcohol  for 
i  t  s  psychological  compensatory 
power  as  an  escape  from,  rather  than 
as  an  exaggeration  of,  reality.  Wheth¬ 
er  such  a  person  is  definitely  recog- 
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nized  as  a  chronic  alcoholic,  or  as  a 
bad  actor  or  an  ineffective  worker, 
because  of  the  use  of  alcohol,  makes 
little  difference  in  the  ultimate  seri¬ 
ousness  of  his  problem.  In  any 
event,  abnormal  drinking,  if  it  con¬ 
tinues,  reveals  a  state  of  mind  which 
the  drinker  himself  regards  as  unen¬ 
durable.  In  other  words,  he  is  suf¬ 
fering  from  a  type  of  “nervous  break¬ 
down”  and  is  using  alcohol  to  al¬ 
leviate  an  intolerable  mental  condi¬ 
tion. 

Not  Easily  Deceived 

Those  who  know  little  of  the  psy¬ 
chology  of  alcoholism  are  easily  de¬ 
ceived  by  the  camouflage  which  the 
alcoholic  unconsciously  uses  to  dis¬ 
guise  his  inner  conflicts.  It  is  true 
that  many  abnormal  drinkers  have, 
in  their  actual  circumstances,  a  good 
excuse  for  employing  the  escape 
mechanism  offered  by  alcohol.  How¬ 
ever,  it  is  rare  to  find  the  real  under¬ 
lying  cause  of  an  addiction  entirely 
contained  in  the  immediate  environ¬ 
ment.  When  we  question  our 
patients,  they  either  do  not  know 
why  they  use  alcohol  abnormally,  or 
they  attempt  to  rationalize  the  use 
of  it.  In  approaching  these  patients, 
we  must  take  our  cue  from  the  psy¬ 
chotherapists  who  have  led  their 
neurotic  patients  suffering  from 
neurasthenia,  or  anxiety  states,  or 
hysteria,  or  compulsion  neuroses, 
back  to  the  normal  planes  of  life. 
They  do  not  tell  the  patient  who  has 
taken  to  her  bed,  because  she  believes 
she  has  cancer,  that  it  is  all  foolish¬ 
ness.  They  recognize  that  there  is  a 
very  serious  disorder  of  function, 
that  to  the  patient  it  is  just  as  real 
and  painful  as  the  actual  disease. 
They  base  treatment  on  the  analysis 
of  the  initial  conflict  that  caused  the 
patient  to  accept  the  tribulations  of 
a  functional  disorder  rather  than  to 
face  a  state  of  mental  conflict.  The 
“cancer”  may  presage  an  inability  to 
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face  openly  in  consciousness  the  in¬ 
fidelity  of  the  husband. 

The  pictures  that  present  them¬ 
selves  in  our  clinic  vary  from  those 
who  are  not  even  suspected  by  their 
contemporaries  of  being  abnormal 
drinkers  to  others  whose  trouble,  no 
one  can  doubt,  has  to  do  with  alcohol 
and  plenty  of  it.  In  a  group  of  un- 
evident  abnormal  drinkers,  we  usual¬ 
ly  find  that  the  condition  has  been 
disguised  from  the  world  by  the  con¬ 
nivance  of  the  family  who  dread  the 
stigma  that  would  be  attached  to  the 
spreading  of  the  knowledge  that  a 
son,  brother,  husband,  or  wife  is 
psychologically  dependent  on  alco¬ 
hol.  Such  a  precarious  status  of  pro¬ 
tection  may  persist  for  a  long  time, 
the  periods  of  abnormal  drinking 
being  explained  away  under  the 
heading  of  some  “nervous”  or  other 
illness.  In  such  cases,  unwise  families 
are  aiding  and  abetting  a  condition 
which  they  are  too  proud  to  face 
frankly  and  honestly,  and  as  the  pro¬ 
gress  of  the  disorder  invariably 
brings  it  to  the  light  of  society  in  a 
conspicuous  fashion,  they  have  ac¬ 
complished  nothing  of  a  beneficial 
nature  and  usually  they  have  done  a 
great  deal  of  harm.  From  the  top  of 
the  ladder  of  social  approval  down  to 
the  last  rung  of  social  condemnation, 
we  may  expect  to  find  the  condition 
of  abnormal  drinking. 

Symptoms  are  evident  in  those 
who  refuse  to  face  any  phase  of 
reality  without  recourse  to  alcohol. 
These  are  the  men  and  women  who 
must  start  drinking  for  “courage”  to 
face  the  day,  and  must  continue  to 
drink  in  order  to  “carry  on”  through 
the  day.  Just  because  they  can  re¬ 
frain  from  using  alcohol  for  varying 
lengths  of  time  after  the  distress  of 
an  alcoholic  breakdown  that  demand¬ 
ed  medical  care  and  supervision  is  no 
reason  for  them  or  their  friends  to 
think  they  can  again  drink  in  moder¬ 
ation.  Popular  belief  to  the  contrary, 
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the  worst  drunkards  often  go  “on  the 
wagon”  for  surprisingly  long  periods 
of  time.  This  is  not  so  remarkable 
when  one  takes  into  consideration 
the  tremendous  immediate  incentive 
produced  by  the  distress  of  the  last 
relapse. 

A  less  obvious,  but  equally  serious 
type  of  abnormal  drinker  ,is  one 
whose  behavior  becomes  unsocial  as 
soon  as  he  starts  to  drink.  Though 
his  friends  may  excuse  his  conduct 
as  only  being  caused  by  intoxication, 
he  is,  generally  speaking,  an  in¬ 
creasingly  annoying  nuisance  and 
bore,  as  well  as  an  embarrassment  at 
social  gatherings.  In  young  men  such 
symptoms,  when  they  are  quite  fre¬ 
quent  and  critical,  usually  herald  the 
condition  of  definitely  abnormal 
drinking.  The  semi-invalid  type  is 
usually  a  narcissistic  individual 
whose  personality  refuses  to  permit 
the  out-and-out  earmarks  of  drunken¬ 
ness.  Consequently,  he  lives  a  Dr. 
Jekyll  and  Mr.  Hyde  existence,  pre¬ 
senting  to  his  environment  the  pic¬ 
ture  of  semi-invalid  drinking  in  a 
controlled  manner,  only  to  unleash 
deeper  addiction  in  the  privacy  of  his 
home.  Eventually,  he,  too,  is  “caught 
out”  because  of  the  progressive  ab¬ 
normality  of  his  drinking.  Sooner  or 
later  the  excessive  drinker  with  the 
least  shred  of  intelligence  is  forced  to 
face  the  fact  that  his  drinking  is 
abnormal,  and  this  is  the  crucial 
psychological  moment  when  he 
really  has  a  chance  of  absorbing  and 
applying  the  re-education  that  is 
necessary  to  permit  him  to  lead  an 
adequate  non-alcoholic  existence.  The 
self-diagnosed  drunkard  is  always 
the  one  about  whom  we  are  optimis¬ 
tic. 

In  summing  up,  we  can  say  that 
the  abnormal  drinker  is  the  man  who 
cannot  face  reality  without  alcohol, 
and  whose  adequate  adjustment  to 
reality  is  impossible  as  long  as  he 
uses  alcohol. 
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THERE  is  no  group  of  persons 
which  is  more  in  need  of  greater 
understanding  and  acceptance  as 
being  ill  than  alcoholics.  It  is  general¬ 
ly  accepted  that  there  are  probably 
well  over  four  million  persons  in 
the  United  States  in  whom  drinking 
has  a  sufficiently  adverse  effect  on 
their  lives  for  them  to  be  considered 
as  problem  drinkers. 

Over  twelve  thousand  alcoholics 
die  each  year  from  chronic  alcohol¬ 
ism.  Even  these  few  startling  figures 
do  not  even  begin  to  tell  the  story 
of  the  tragic  ramifications  of  this  ill¬ 
ness.  Five  out  of  six  alcoholics  are 
men  between  the  ages  of  thirty  and 
fifty-five,  their  most  productive 
years,  the  years  when  they  are  head 
of  a  household  and  the  years  when 


the  family  is  most  dependent  upon 
them. 

In  addition  to  the  untold  personal 
suffering  of  the  alcoholic  himself, 
this  suffering  is  magnified  manifold 
in  the  lives  of  those  close  to  him.  In 
addition,  the  resulting  loss  of  job, 
loss  of  a  responsible  tax  paying  citi¬ 
zen  of  the  community  and  the  result¬ 
ing  dependency  of  his  family  creates 
quite  a  financial  burden  to  the  com¬ 
munity,  aside  from  the  humanitarian 
aspects  of  such  a  tragedy.  Indeed,  the 
problem  is  so  great  as  to  be  consider¬ 
ed  the  fourth  major  public  health 
problem  of  our  day. 

Acute  alcoholism  is  a  toxic  condi¬ 
tion  that  results  from  a  high  concen¬ 
tration  of  alcohol  in  the  blood  stream. 
Usually  accompanying  acute  alcohol- 
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ism  in  the  chronic  alcoholic  are  the 
effects  of  concomitant  diseases  that 
have  developed  as  the  result  of  the 
long  history  of  drinking  with  poor 
eating  habits  and  general  neglect  of 
one’s  physical  condition.  Common  are 
such  conditions  as  poly-neuritis,  pel¬ 
lagra,  ataxia,  cirrhosis  of  the  liver, 
nutritional  heart  disease,  mental  ab¬ 
normalities,  and  many  times,  as  the 
result  of  long  years  of  drinking  with 
marked  neglect  of  dietary  habits,  we 
may  find  actual  mental  deterioration 
with  organic  brain  damage  and  on 
occasion  frank  psychoses.  Since  the 
treatment  of  acute  alcoholism  is 
largely  a  medical  problem,  we  will 
not  go  into  details  here  except  to 
remark  again  that  acute  alcoholism 
is  an  episodic  toxic  state  occurring 
frequently  in  chronic  alcoholics  so 
that  when  we  are  discussing  chronic 
alcoholics  we  are  still  talking  about 
one  and  same  person.  . 

A  Complex  Illness 

By  chronic  alcoholism  we  are  re¬ 
ferring  to  an  illness  that  may  be 
characterized  as  a  form  of  addiction. 
The  chronic  alcoholic  is  a  compulsive 
drinker.  Without  treatment  and  help 
he  is  unable  to  stop  his  drinking.  It 
is  not  just  a  matter  of  will,  but  is  a 
matter  of  a  complex  illness.  The  term 
chronic  alcoholism  denotes  the  group 
of  physical  and  psychological  chang¬ 
es  that  result  from  prolonged,  exces¬ 
sive  use  of  alcoholic  beverages.  Ac¬ 
tually,  alcoholism  itself  starts  off  as  a 
symptom,  usually  of  a  personality 
disturbance,  but  the  symptom  itself 
with  all  its  complexity  and  resulting 
difficulties  and  effects  on  the  person 
becomes  an  illness.  Alcohol  does  not 
in  itself  produce  alcoholism.  As  one 
very  pat  phrase  puts  it,  “The  prob¬ 
lem  is  in  the  man  and  not  in  the 
bottle.” 

The  etiology  of  alcoholism  remains 
somewhat  obscure.  It  is  known  that 
only  one  out  of  fifteen  drinkers  ever 
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becomes  an  alcoholic,  that  is,  only 
one  out  of  fifteen  ever  becomes  a 
compulsive  drinker  to  the  point 
where  alcohol  becomes  a  serious 
problem  in  his  life.  Although  there 
have  been  many  intensive  studies,  no 
clear-cut  organic  basis  has  been  prov¬ 
en  for  the  development  of  alcohol¬ 
ism. 

A  Combination  of  Factors 

The  actual  cause  as  such  seems  to 
lie  in  emotional  factors  resulting  in  a 
personality  disturbance.  In  other 
words,  alcoholism  may  be  looked 
upon  as  a  psychosomatic  illness;  that 
is,  there  is  a  combination  of  both  or¬ 
ganic  and  emotional  factors.  Given 
an  individual  with  an  as  yet  un¬ 
known  organic  factor  that  makes  him 
a  potential  candidate  for  the  develop¬ 
ment  of  alcoholism,  plus  a  combina¬ 
tion  of  emotional  factors  which  have 
placed  great  stress  upon  this  indi¬ 
vidual,  plus  in  turn  a  culture  that 
accepts  the  use  of  alcohol  as  a  means 
of  alleviating  emotional  problems 
and  anxiety,  we  have  the  possibility 
of  developing  a  chronic  alcoholic. 
This,  perhaps,  sounds  rather  complex 
but  actually  it  is  no  more  complex 
than  the  series  of  factors  that  seem 
to  be  involved  in  most  of  our  illness¬ 
es  even  though  they  seem  to  be  more 
clearly  organically  based.  More  and 
more  we  are  finding  that  most  ill¬ 
nesses  are  a  combination  of  poten¬ 
tiality  within  the  individual  for  de¬ 
veloping  such  an  illness,  exposure 
to  the  traumatic  agent  whether  it  is 
bacteria,  emotional  forces,  changes  in 
weather,  or  whatever,  plus  a  favor¬ 
able  environmental  situation  or  cul¬ 
ture  for  the  disease  process  itself  to 
develop  in. 

Psychogenic  factors  are  an  import¬ 
ant  element  in  the  development  of 
chronic  alcoholism.  However,  there 
is  no  one  typical  alcoholic  personal¬ 
ity  although  certain  common  factors 
have  been  distinguished  in  research 
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studies.  As  one  reviews  case  histories 
in  large  numbers,  it  is  common  to 
find  evidence  of  emotional  frustra¬ 
tion,  unmet  dependency  needs,  fail¬ 
ure  to  establish  independence  from 
a  dominant  parental  figure  and  the 
subsequent  resentment.  A  lack  of 
ability  in  childhood  to  satisfy  paren¬ 
tal  demands  and  the  consequent  re¬ 
jection  may  initiate  feelings  of  in¬ 
adequacy  and  guilt.  Many  chronic  al¬ 
coholics  apparently  develop  over- 
sensitivity  and  an  inability  to  solve 
conflicting  inner  drives.  Fairly  com¬ 
mon  are  difficulties  in  the  phycho- 
sexual  sphere.  Paranoid  trends  are 
also  often  in  evidence.  The  chronic 
alcoholic  seems  basically  to  want  to 
maintain  a  more  or  less  passive-de¬ 
pendent  type  of  existence.  In  addition 
the  alcoholic  often  refuses  to  recog¬ 
nize  his  limitations  and,  therefore, 
constantly  subjects  himself  to  emo¬ 
tionally  hazardous  situations  that  can 
only  result  in  more  anxiety  and  ten¬ 
sion. 

Not  Immorality 

All  this,  of  course,  has  many  im¬ 
plications  for  the  treatment  of  alco¬ 
holism.  It  is  important  that  alcohol¬ 
ism  be  recognized  as  a  psychic  illness, 
rooted  in  a  personality  disorder  or 
emotional  immaturity  and  not  be  re¬ 
garded  as  a  moral  problem.  In  addi¬ 
tion  to  the  general  medical  care  in¬ 
dicated,  the  patient  needs  help  in  re¬ 
viewing  and  understanding  his  ex¬ 
periences  and  emotional  reactions  to 
discover  those  factors  which  have 
caused  him  to  become  dependent  on 
alcohol.  One  of  the  goals  of  therapy 
is  not  restraining  the  alcoholic  from 
drinking  but  rather  is  in  helping  the 
patient  in  such  a  way  that  he  no 
longer  desires  alcohol  as  a  means  of 
relieving  his  anxiety  and  tensions. 

I  want  to  spend  a  few  minutes 
talking  with  you  about  the  relation¬ 
ships  of  cultural  attitudes  and  ther¬ 
apy;  whether  the  therapist  is  a  psy- 
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chiatrist,  a  social  worker,  a  nurse,  a 
family  physician,  a  clergyman,  or 
whatever — will  it  or  not — any  person 
establishing  a  significant  relationship 
with  an  alcoholic  becomes  in  many 
senses  of  the  word,  a  therapist.  Per¬ 
haps  the  therapy  may  be  harmful 
rather  than  beneficial  but  in  any 
event  this  relationship  has  some  ef¬ 
fect  on  the  alcoholic  and  his  prob¬ 
lems  and  thus  deserves  close  evalu¬ 
ation. 

The  Influence  of  Culture 

None  of  us  was  born  in  or  develop¬ 
ed  in  a  vacuum.  We  are  all  products 
of  a  culture.  We  work  in  a  culture 
with  all  its  pressures,  attitudes,  val¬ 
ues,  distortions;  we  continue  to  re¬ 
main  a  part  of  this  culture  and  never 
become  completely  apart  from  or 
completely  independent  of  it  regard¬ 
less  of  our  training  or  knowledge. 
All  too  frequently,  unfortunately,  the 
general  attitude  existing  in  the  cul¬ 
ture  of  most  of  our  communities  to¬ 
wards  the  alcoholic  is  one  of  rejection 
and  hostility.  So  often,  the  feeling  is 
one  that  alcoholism  is  merely  a  mat¬ 
ter  of  will,  that  if  the  alcoholic  want¬ 
ed  to  stop  drinking  he  could  but  he 
just  doesn’t  want  to,  therefore,  why 
bother  with  him.  Unconsciously,  we 
also  adhere  to  this  underlying  atti¬ 
tude  of  hostility  and  rejection,  even 
though  because  of  our  intellectual 
and  technical  sophistication  we  have 
managed  in  a  sense  to  suppress  it  and 
disguise  these  feelings  so  that  they 
really  come  to  the  surface  only  under 
periods  of  considerable  stress  in 
working  with  the  alcoholic.  In  addi¬ 
tion,  in  working  with  alcoholic  pa¬ 
tients,  their  extreme  dependence 
oftentimes  threatens  us.  This  rela¬ 
tionship  seems  to  ask  too  much  of  us. 
It  seems  to  enmesh  us — enmesh  us 
in  the  alcoholic’s  problems  to  the 
point  where  we  get  very  much  con¬ 
cerned  and  anxious  in  our  relation¬ 
ships  with  him.  This,  in  turn,  may 
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marshal  all  sorts  of  defenses  and  re¬ 
sistances  within  us  that  lead  to  re¬ 
jection  of  the  alcoholic.  This  rejection 
is  expressed  in  rationalizations  that 
really  reflect  cultural  attitudes.  Only, 
of  course,  because  of  our  knowledge 
and  training,  we  are  much  more 
subtle  in  our  rejections  and  hostilities 
and  are  able  to  disguise  these  atti¬ 
tudes,  more  often  than  not,  even 
from  ourselves. 

Then  too,  there  is  the  other  side 
of  the  coin.  We  throw  ourselves  com¬ 
pletely  into  a  case,  give  the  patient 
everything  that  we  have,  establish 
a  good  strong  relationship  with  the 
patient — and  he  seems  to  get  along 
better  and  better — and  feed  our  ego 
more  and  more  because  of  the  strong 
dependency  relationship.  Soon  we  be¬ 
gin  to  feel  that  we  are  really  a  hot- 
shot  therapist  and  we  are  actually 
delighted  to  have  the  alcoholic  come 
back  again  and  again  for  his  therapy. 
Then  suddenly,  very  unexpectedly, 
and  like  a  bolt  out  of  the  blue,  the 
patient  slips  with  one  grand  and 
glorious  binge!  What  a  blow  this  is! 
Not  to  the  patient  but  to  us.  How 
could  he  do  this  to  us?  How  could  he 
undo  everything  that  we  have  done 
for  him?  How  could  he  be  so  ungrate¬ 
ful — and  on  and  on  and  on?  The 
patient  is  completely  lost  sight  of  as 
we  struggle  with  our  own  wounded 
professional  egos.  What  a  blow!  Not 
only  has  he  proven  unworthy  of  the 
tremendous  emotional  investment  we 
have  put  into  our  relationship  with 
him  (and  it  becomes  difficult  to  work 
with  alcoholics  without  making  an 
emotional  investment)  but  he  has 
shattered  our  beautiful  concept  of 
ourselves  as  the  great  therapist  and 
our  professional  egos  find  it  hard  to 
take  without  some  resentment  and 
hostility  creeping  in  toward  the  one 
who  has  done  this  to  us. 

Of  course,  with  academic  and  tech¬ 
nical  sophistication,  one  becomes 
much  more  subtle  in  giving  expres- 
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sion  to  hostility  and  rejection;  in  fact, 
one  can  even  hide  it  from  oneself. 
But  no  matter  how  subtle,  no  matter 
how  disguised,  patients  unfortunate¬ 
ly  can  sense  rejection  and  hostility, 
in  any  form.  In  fact,  patients  suffer¬ 
ing  from  alcoholism  seem  to  have 
supersensitive  antennae  for  that  sort 
of  thing.  Thus,  no  matter  how  tech¬ 
nically  and  intellectually  sophisticat¬ 
ed  we  may  be,  when  one  has  a  per¬ 
sonal  investment  in  therapy  (and 
again  it  is  difficult  not  to  have  such 
an  investment  in  working  with  al¬ 
coholics)  traumatic  blows  to  our  ego 
tend  to  bring  about  marked  emotion¬ 
al  responses  in  ourselves  that  re¬ 
awaken  all  the  cultural  attitudes  that 
we  think  we  have  gotten  rid  of,  in 
such  a  way  as  to  even  fool  ourselves. 
Thus,  we  must  always  be  constantly 
on  the  alert  for  this  possibility  with¬ 
in  ourselves  and  be  willing  to  always 
turn  the  search  light  upon  ourselves 
as  well  as  upon  our  patients. 

Several  Pointers 

It  is  important  in  working  with  al¬ 
coholics  to  keep  several  things  in 
mind  in  order  to  maintain  one’s  ef¬ 
fectiveness: 

1.  Be  aware  of  the  natural  history 
of  the  disease.  Alcoholism  responds 
slowly  to  treatment.  The  course  of 
recovery  is  marked  by  many  relaps¬ 
es,  failures,  and  frustrations.  This  is 
to  be  expected  and  it  is  important  to 
get  over  to  the  patient  the  fact  that 
you  are  not  disappointed,  surprised, 
shocked  or  angered  at  his  relapses 
but  that  you  are  calmly  confident 
that  this  may  happen  and  that  the 
patient  may  continue  to  progress 
even  in  the  face  of  such  relapses.  At 
the  same  time,  one  certainly  is  not 
to  give  the  impression  that  one  con¬ 
dones  this  continued  retreat  to  the 
use  of  alcohol  as  a  means  of  handling 
anxieties  and  tensions. 

2.  It  is  important  that  the  therapist 

(Continued  on  page  31) 
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Honest,  up-to-date  answers  to  frequently  asked 
questions,  supplied  by  experienced  professionals . 


What  is  alcoholism? 

Alcoholism  is  a  chronic  behavioral 
disorder  manifested  by  repeated 
drinking  of  alcoholic  beverages  in 
excess  of  the  dietary  and  social  uses 
of  the  community  and  to  an  extent 
that  interferes  with  the  drinker’s 
health  or  his  social  or  economic 
functioning.  Mark  Keller  in  “Alcoho¬ 
lism:  Nature  and  Extent  of  the  Prob¬ 
lem .” 

How  many  alcoholics  are  there  in  the 
U.  S.? 

There  has  been  no  nationwide  census 
and  none  is  in  sight,  though  there 
have  been  a  few  significant  local 
surveys  .  .  .  Estimated  by  the  Jel- 
linek  formula  in  1955  there  were  4,- 
712,000  alcoholics  in  the  United 
States — 4,002,000  men  and  710,000 
women  .  .  .  Only  a  small  part  will  be 
found  on  Skid  Row.  Alcoholics  may 
be  discovered  in  every  stratum  of 
the  population,  and  it  has  been  esti¬ 
mated  that  more  than  1,650,000  are 
employed  in  business  and  industry. 
Mark  Keller  in  “Alcoholism:  Nature 
and  Extent  of  the  Problem.” 

What  is  the  metabolism  of  alcohol?” 

The  metabolism  of  alcohol  refers  to 


its  fate  in  the  body.  On  imbibing  al¬ 
cohol  its  effect  is  exercised  only  after 
it  is  absorbed.  Absorption  refers  to  its 
passage  through  the  walls  of  the  ali¬ 
mentary  tract  into  the  tissues  and 
fluids  of  the  body.  Unlike  most  foods, 
alcohol  requires  no  digestion  before 
it  can  be  absorbed.  However,  since 
the  function  of  the  stomach  is  main¬ 
ly  that  of  digestion,  alcohol  like  most 
other  ingested  substances  must  pass 
into  the  small  intestines  in  order  to 
be  rapidly  and  completely  absorbed. 
It  is  only  the  alcohol  which  is  absorb¬ 
ed  and  carried  by  the  circulating 
blood  to  the  brain  that  exercises 
an  intoxicating  effect  .  .  .  The  speed 
with  which  the  alcohol  leaves  the 
stomach,  and  therefore  the  rate  of 
absorption,  depends  on  the  amount 
of  food  in  the  stomach,  on  the  kind 
of  beverage  drunk,  and  on  individual 
constitutional  factors.  Leon  A.  Green¬ 
berg,  PhD.,  in  “Intoxication  and 
Alcoholism:  Physiological  Factors.” 

What  can  a  drinker  of  alcoholic  bever¬ 
ages  do  to  help  speed  the  “sobering  up” 

process? 

Some  way  of  hastening  the  disap¬ 
pearance  of  alcohol  from  the  body 
and  thus  diminishing  intoxication 
has  been  sought  for  widely;  the  ef¬ 
forts  have  been  unrewarded.  Many 
drugs  which  greatly  increase  bodily 
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Answers  are  based  on  a  collection  of  articles  by 
different  authors,  appealing  in  THE  ANNALS  OF 
THE  AMERICAN  ACADEMY  OF  POLITICAL 
AND  SOCIAL  SCIENCE,  Volume  315,  1958. 


metabolism  and  oxidation  of  other 
foods  have  no  effect  on  the  rate  of 
alcohol  oxidation;  nor  is  the  inhala¬ 
tion  of  oxygen  effective.  The  com¬ 
mon  belief  that  alcohol  can  be  dis¬ 
posed  of  and  intoxication  “worked 
off”  by  exercise  has  no  basis  except 
to  the  extent  that  exercise  takes  time. 
And  sobering  up  a  matter  of  time 
that  just  might  as  well  be  spent  in 
relaxation.  Stimulant  drugs  may 
counteract  some  of  the  depressant 
actions  of  alcohol,  altering  behavior. 
Such  changes  are  not  uncommonly 
interpreted  as  sobering.  Thus  the  in¬ 
ebriate,  frequently  prone  to  fall 
asleep,  is  stimulated  by  the  caffeine 
in  the  “black  coffee”;  he  is  now  mere¬ 
ly  a  wide-awake  drunk  instead  of  a 
sleepy  one.  Leon  A.  Greenberg,  Ph.D., 
in  “ Intoxication  and  Alcoholism : 
Physiological  Factors .” 

Is  it  not  true  that  alcoholism  is  on  the 
increase? 

In  the  past  fifteen  years  attempts  by 
families  to  conceal  alcoholic  disorders 
have  become  less  common  and  less 
intense  .  .  .  Thus  the  apparent  rise 
in  the  rate  of  alcoholism  may  only 
reflect  franker  and  more  complete 
medical  reporting  .  .  .  This  would 
mean  that  the  most  recent  rates  re¬ 
flect  a  truer  picture  of  the  situation 
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than  those  of  the  past.  If  the  rates 
should  now  tend  to  flatten  out,  it 
may  mean  that  reports  have  finally 
caught  up  with  reality,  or  even  that 
the  rate  of  alcoholism  has  begun  to 
decline.  Mark  Keller  in  “ Alcoholism : 
Nature  and  Extent  of  the  Problem .” 


Is  alcoholism  among-  women  on  the  in¬ 
crease? 

In  the  United  States,  the  male  to 
female  ratio  of  alcoholism  is  about 
5.5  to  1  .  .  .  In  actual  numbers,  .  .  . 
about  three-fourths  of  a  million  to  a 
million  (alcoholics)  are  women  .  .  . 
Recently  there  have  been  several  as¬ 
sertions  that  alcoholism  is  markedly 
on  the  rise  among  women.  While 
there  may  well  be  a  small,  genuine 
increase,  the  available  statistical  in¬ 
formation  does  not  show  a  sudden, 
sharp  dramatic  rise  over  the  last  two 
decades  ...  It  is  probably  wisest  to 
assume  at  this  point  that  alcoholism 
in  women  has  increased  over  the  last 
two  decades  and  that  this  increase  is 
small.  Edith  Lisansky,  Ph.D.,  in  “ The 
Woman  Alcoholic.” 


What  are  the  physical  causes  of  alcoho¬ 
lism? 

Needless  to  say,  the  alcoholic  is  sick 
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— sick  physiologically  as  well  as 
emotionally  and  socially  .  .  .  Alcohol¬ 
ism  is  indeed  a  complex  phenome¬ 
non  involving  both  in  its  origin  and 
manifestations  subtle  and  devious 
interplay  of  physiological,  psycho¬ 
logical,  and  social  factors  ...  In  fact, 
present  knowledge  of  physiology 
offers  no  certain  answer  as  to  the 
cause.  But  to  deny  entirely  a  physio¬ 
logical  etiology  would  be  to  deny 
psychosomatic  concepts.  When  we 
have  learned  the  physiology  of 
thought,  emotion,  motivation,  and 
social  behavior,  then  will  we,  per¬ 
haps,  know  the  physiological  eti¬ 
ology  of  alcoholism.  Leon  A.  Green¬ 
berg,  Ph.D.,  in  “Intoxication  and  Al¬ 
coholism;  Physiological  Factors .” 

Why  does  the  woman  alcoholic  have 
more  social  stigma  attached  to  her  ill¬ 
ness  than  her  male  counterpart? 

Alcoholism  in  women  is  more  dis¬ 
turbing  because  it  represents  the 
breaking  of  stronger  taboos  against 
drinking  and  intoxication  in  women, 
because  it  runs  so  strongly  counter  to 
the  American  ideal  of  self-control¬ 
led,  ‘‘ladylike”  behavior,  and  because 
it  probably  produces  even  greater 
disruption  in  family  life  than  alco¬ 
holism  in  men.  But  the  first  step  in 
examining  this  problem  is  to  recog¬ 
nize  that  we  are  more  likely  to  sit 
in  judgment  on  the  woman  alcoholic 
than  on  the  male  alcoholic.  This 
double  standard  attitude  exists,  to 
a  greater  or  lesser  extent,  in  all  of  us 
and  we  need  to  be  aware  of  it.  Edith 
Lisansky,  Ph.D.,  in  “The  Woman 
Alcoholic.” 


Is  alcohol  a  stimulant? 

Despite  such  enthusiastic  assertions 
that  alcohol  serves  as  a  stimulant  to 


mental  functioning,  the  weight  of 
evidence  points  clearly  to  the  con¬ 
clusion  that  alcohol,  far  from  being 
a  stimulant,  actually  serves  to  de¬ 
press  most  psychological  functions. 
It  has  been  found  .  .  .  that  alcohol  .  . 
depresses  the  sexual  reflexes,  in  large 
doses  completely  abolishing  them  .  .  . 
increases  reaction  time  .  .  .  lowers 
the  threshold  at  which  sensory  sti¬ 
mulation  can  be  perceived — notably 
in  the  field  of  vision — it  also  impairs 
the  individual’s  ability  to  discrimin¬ 
ate  sights,  sounds,  and  tactile  sensa¬ 
tions  to  a  considerable  degree.  Alco¬ 
hol  also  affects  the  ability  to  esti¬ 
mate  time  ...  it  produces  memory 
losses,  impairment  of  learning  abili¬ 
ty,  and  relative  impoverishment  of 
thought  content  .  .  .  Alcohol  is  basi¬ 
cally  an  anesthetic.  John  J .  Conger, 
Ph.D.,  in  “Perception,  Learning  and 
Emotion'.  The  Role  of  Alcohol.” 

How  does  the  alcoholic’s  drinking  affect 
those  around  him? 

.  .  .  It  can  be  estimated  that  for  each 
alcoholic  there  are  at  least  two  people 
in  the  immediate  family  who  are  af¬ 
fected.  Approximately  two-thirds  of 
the  married  alcoholics  have  children, 
thus  averaging  two  apiece.  Family 
studies  indicate  that  a  minimum  of 
one  other  relative  is  also  directly  in¬ 
volved.  The  importance  of  under¬ 
standing  the  problems  faced  by  the 
families  of  alcoholics  is  obvious  from 
these  figures.  To  date,  little  is  known 
about  the  nature  of  the  effects  of 
living  with  or  having  lived  with  an 
alcoholic.  However,  there  is  consider¬ 
able  evidence  that  it  has  disturbing 
effects  on  the  personalities  of  family 
members  ...  It  is  now  believed  that 
the  most  successful  treatment  of 
alcoholism  involves  helping  both  the 
alcoholic  and  those  members  of  his 
family  who  are  directly  involved  in 
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his  drinking  behavior.  Joan  K.  Jack- 
son,  Ph.D.,  in  “ Alcoholism  and  the 
Family .” 

What  effect  does  the  alcoholic  parent’s 
drinking  have  on  his  children? 

The  children  are  affected  by  living 
with  an  alcoholic  more  than  any 
other  family  member  .  .  .  Almost  in¬ 
evitably  his  parents  behave  inconsis¬ 
tently  toward  him  .  .  .  The  nonalco¬ 
holic  parent  attempts  to  play  the  roles 
of  both  father  and  mother,  often  fail¬ 
ing  to  do  either  well  ...  If  the  child 
tries  to  stay  close  to  both  parents,  he 
is  caught  in  an  impossible  situation. 
Each  parent  resents  the  affection  the 
other  receives  while  demanding  that 
the  child  show  affection  to  both  .  .  . 
The  children  do  not  understand  what 
is  happening  .  .  .  They  hesitate  to 
bring  their  friends  to  a  home  where 
their  parent  is  likely  to  be  drunk  .  .  . 
Even  those  who  are  not  ostracized 
becomes  isolated  .  .  .  Unfortunately 
we  still  know  very  little  about  what 
happens  to  the  children  or  about  the 
duration  of  the  effects.  Joan  K.  Jack- 
son,  Ph.D.,  in  “Alcoholism  and  the 
Family.” 

Why  does  one  person  become  an  alcoholic 
when  another  person  is  satisfied  to  drink 
only  moderately? 

Some  individuals  are  better  equipped 
than  others  by  heredity  and  environ¬ 
ment  to  cope  with  their  conflicts  and 
problems.  How  an  individual  faces 
and  handles  his  inner  problems  and 
the  problems  of  his  environment, 
what  conflicts  arise,  and  what  speci¬ 
fic  methods  are  used  to  solve  them  in¬ 
fluence  and  determine  his  character, 
maturity  and  social  adjustment.  The 
exact  nature  of  the  alcoholic’s  con¬ 


flicts  and  problems  has  been  the  sub¬ 
ject  of  much  discussion  and  research. 
Are  they  unique,  more  unique,  more 
intense,  or  is  the  alcoholic  just  not 
equipped  to  handle  his  day-to-day 
problems?  These  questions  are  some 
of  the  riddles  of  the  alcoholic  sphinx 
...  To  date,  no  one  theory  either  or¬ 
ganic,  psychological,  or  sociocultural 
completely  explains  the  alcoholic  ad¬ 
diction.  Sidney  Vogel,  M.D.,  in  “Psy¬ 
chiatric  Treatment  of  Alcoholism.” 

What  is  the  aim  of  psychotherapy  in 
treating  the  alcoholic? 

The  immediate  aim  of  therapy  is 
sobriety  and  the  long  term  goal  is  a 
resynthesis  of  life  without  depen¬ 
dence  on  alcohol.  The  alcoholic  must 
learn  and  accept  in  a  deep  and  thor¬ 
ough  sense  that  he  does  not  have  the 
choice  of  temperate  or  social  drink¬ 
ing.  The  admission  of  impotence  in 
the  face  of  alcohol,  or  “surrender”  as 
described  by  Tiebout  is  a  sine  qua 
non  for  the  successful  arrest  of  the 
illness.  This  is  not  easily  achieved 
for  the  problems  that  fostered  drink¬ 
ing  are  threatening  in  sobriety,  and 
the  urge  to  find  relief  through  the 
quick  acting  agent  —  alcohol  —  is 
strong  and  unfortunately,  too  often, 
overwhelming  ...  A  constructive  sub- 
structive  substitute  for  alcohol  must 
be  found.  This  is  a  slow,  painful  and 
undramatic  process.  It  demands  a 
radical  change  in  their  way  of  living, 
new  interests  and  attitudes,  new 
friends  or  new  ways  of  relating  to  old 
friends,  and  new  ways  of  coping  with 
difficulties.  The  purpose  of  psycho¬ 
therapy  is  to  help  the  patient  under¬ 
stand  his  problems,  realize  his  poten¬ 
tialities,  and  through  this,  find  a  sub¬ 
stitutive  way  of  life.  Sidney  Vogel, 
M.D.,  in  “Psychiatric  Treatment  of 
Alcoholism.” 


JANUARY-FEBRUARY,  1959 


19 


THE  PROBLEM  VRINKER 


BY  CHARLES  RIETDYKE 

COORDINATOR  OF  SUPERVISIORY  TRAINING 
SCOVILL  MANUFACTURING  COMPANY 
WATERBURY,  CONNECTICUT 


Reprinted  from  ALCOHOLISM  AS  A  MENTAL  PROBLEM  IN  BUSINESS 

narnnf^L  °{h  ^Tor.^shoV  sponsored  by  the  Rhode  Island  Division  of 
a  grant  from  the  National  Institute  of  Mental  Health. 


AND  INDUSTRY, 
Alcoholism  under 


20 


INVENTORY 


INDUSTRY  has  looked  at  the  prob¬ 
lem  drinker  ever  since  industry 
began — for  like  the  poor,  the  problem 
drinker  is  ever  with  us.  Industry 
has  looked  at  him,  sometimes  ask¬ 
ance,  very  rarely  in  true  perspective, 
and  usually  with  both  eyes  tightly 
shut.  For  many  years,  industry,  like 
the  proverbial  ostrich,  buried  its 
head  in  the  sands,  and  convinced  it¬ 
self  that  there  was  no  such  thing  as 
an  alcohol  problem. 

Supervision,  of  course,  knew  that 
problem  drinkers  were  on  the  pay¬ 
roll.  During  periods  of  ordinary 
employment  screening,  coupled  with 
careful  and  thorough  medical  exami¬ 
nations,  frequently  detected  the  alco¬ 
holic  flaw  in  the  prospective  emplo¬ 
yee  and  usually  resulted  in  rejection. 

Number  Boosted 

However,  periods  of  high  employ¬ 
ment,  especially  during  the  war 
years  when  the  skillful,  dependable 
young  men  of  industry  joined  the 
Armed  Forces  and  were  partially 
replaced  with  many  of  these  pre¬ 
viously  rejected  applicants,  boosted 
the  number  of  problem  drinkers  in 
our  factories  to  such  an  extent  that 
supervision  had  difficulty  in  main- 
taning  production  schedules,  quality 
standards,  and  departmental  discip¬ 
line. 

HOW  DID  SUPERVISION 
HANDLE  THIS  SITUATION?  Treat¬ 
ment  of  the  problem  drinker  differed, 
depending  upon  the  whim  of  the  in¬ 
dividual  supervisor.  The  usual  pro¬ 
cedure  was  to  “cover”  the  alcoholic. 
Should  he  appear  at  the  factory  gates 
in  an  intoxicated  condition,  the  guard 
would  stop  him,  order  a  cab,  send  the 
man  home,  and  report  him  in  as 
“sick.” 

Should  the  problem  drinker  appear 
in  his  department,  either  loaded  or 
overloaded,  the  same  procedure 
would  be  followed,  in  fact,  in  some 
companies  a  “sleep  it  off”  area  was 
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an  unauthorized  but  standard  depart¬ 
mental  facility.  In  almost  every  case 
the  problem  drinker  was  a  friendly, 
hard  working  (when  sober)  family 
man,  liked  by  everyone.  To  discharge 
such  an  employee  for  alcoholic  of¬ 
fenses  was  a  most  disagreeable  task. 
So  supervision  devised  a  dodge. 
When  the  drinker  really  became  an 
insolvable  problem,  the  supervisor 
would  then  recommend  him  as  a  fine 
worker  to  another  department  in 
need  of  additional  work  force.  A 
transfer  would  be  arranged  and  the 
problem  drinker  found  himself  in  a 
new  department  with  a  new  boss. 

In  due  time  the  transfer  procedure 
would  be  repeated  until  finally  indus¬ 
try  ended  up  with  an  employee  with 
many  years  seniority  and  a  drinking 
problem  that  seriously  impaired  his 
usefulness.  Yet  in  all  those  years  no 
mention  was  made  of  his  drinking. 
He  was  just  “a  nice  guy  who  was  sick 
a  lot”.  No  wonder  industry  in  general 
felt  that  there  was  no  alcohol  prob¬ 
lem  in  their  plant! 

What  caused  industry  to  take  a 
closer  look  at  the  problem  drinker 
and  to  see  him  in  a  more  realistic 
setting — with  its  resultant  effective 
and  radically  different  treatment ? 

What  caused  industry  with  its 
supposed  hard-hearted  outlook  on 
life  and  with  its  self  proclaimed  pri¬ 
mary  motive  for  existence,  the  mak¬ 
ing  of  a  legitimate  profit,  to  extend 
its  hand  and  its  facilities  to  help  the 
problem  drinker  rehabilitate  himself 
to  sobriety? 

Pioneering-  Spirit 

Major  credit  for  this  change  in  at¬ 
titude  and  procedure  is  due  to  the 
pioneering  spirit  and  the  unstinting 
devotion  of  a  small  group  of  far¬ 
sighted  educators,  who  established  at 
New  Haven,  Connecticut,  the  Yale 
Center  of  Alcohol  Studies  and  I 
would  like  to  pay  special  tribute  to 
the  memory  of  the  one  man  who  has 

21 


contributed  more  to  the  advanced 
technique  in  the  treatment  of  the  in¬ 
dustrial  problem  drinker  than  any 
other  man  I  know.  I  refer  to  the  late 
Ralph  M.  (Lefty)  Henderson,  who 
served  as  Industrial  Consultant  for 
the  Yale  Center  and  whose  recent 
death  is  mourned  everywhere. 

It  was  his  personal  conviction,  his 
dynamic  drive,  and  his  all  embracing 
personality  that  blazed  a  trail 
through  the  industrial  world  and 
mapped  out  a  pattern  that  estab¬ 
lished  new  understanding  of  the 
problems  and  trials  and  tribulations 
of  the  problem  drinker  in  industry,  a 
pattern,  incidentally,  based  upon  his 
own  personal  experience. 

New  Experiment 

To  the  everlasting  credit  of  Ameri¬ 
can  business,  representative  com¬ 
panies  were  ready  to  join  in  this 
new  experiment,  and  DuPont,  Allis 
Chalmers,  Con  Edison,  and  many 
others  established  their  Alcohol 
Procedures  in  a  new  effort  to  assist 
their  employees  in  regaining  their 
sobriety. 

What  specifically  is  industry’s 
problem  in  this  matter  of  compulsive 
drinking? 

Our  basic  problem  is  twofold: 

1.  With  the  employee,  who  because 
of  his  personal  behavior,  his  ex¬ 
cessive  absenteeism,  his  poor 
work  performance,  and  some¬ 
times  by  his  own  admission  is  a 
clear-cut  case  of  problem  drink¬ 
ing  and  therefore  ordinarily 
subject  to  disciplinary  punish¬ 
ment. 

2.  With  the  employee,  who  at  the 
moment  is  a  problem  to  himself, 
only  his  behavior  is  still  accept¬ 
able,  his  work  performance  is 
still  passable,  his  absenteeism 
is  no  worse  than  average;  yet  in 
time  his  drinking  problems  will 
become  supervisions’  headaches 
too. 


Can  industry  create  a  successful 
program  that  will  effectively  assist 
both  groups?  If  so,  what  is  required 
to  develop  and  present  such  a  pro¬ 
gram? 

The  first  step  is  to  indoctrinate  top 
management.  We  must  “sell  top 
management  first” — by  presenting  an 
educational  and  informative  program 
for  all  top  management  personnel, 
in  order  that  a  basic  general  under¬ 
standing  and  agreement  will  be 
created  on  such  key  questions  as: 
“What  is  a  problem  drinker?”  “Who 
and  what  is  affected  by  problem 
drinking?”  “What  in-plant  facilities 
are  already  available  to  aid  in  the 
control  and  prevention  of  alcoho¬ 
lism?” 

The  main  purpose  of  the  first  step 
is  to  provide  a  common  managerial 
understanding  of  the  problem  of  both 
the  problem  drinker  and  those  direct¬ 
ly  and  indirectly  affected  by  his 
actions  and  the  need  of  and  necessity 
for  a  formal  program  for  control  and 
prevention  of  problem  drinking. 

Second  Step 

Having  this  accomplished,  the 
second  step  is  now  taken.  Maximum 
efficiency  of  program  function  re¬ 
quires  complete  cooperation  and  un¬ 
derstanding  from  every  employee. 
Management  will  therefore  initiate 
the  second  step  by  inviting  top  union 
officials  to  a  presentation  meeting. 
“Labor-management”  mutual  spon¬ 
sorship  is  essential  for  the  success  of 
an  Alcohol  Program.  A  flexible 
statement  of  procedure  should  be 
issued, — presenting  the  aims  and 
objectives  of  the  proposed  plan. 

This  done;  we  are  now  ready  for 
Step  No.  3.  This  statement  of  proce¬ 
dure  together  with  necessary  details 
is  presented  for  general  discussion 
and  constructive  criticism  to  groups 
of  supervision,  divisional  stewards, 
and  shop  committee  members.  These 
groups  will  not  exceed  eighteen 
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members  each  and  should  not  be  less 
than  twelve.  Proper  penetration  may 
require  two  or  three  conferences  for 
each  group. 

Step  No.  4  then  calls  for  an  explan¬ 
atory  mass  meeting,  attended  by  all 
room  improvement  committee  mem¬ 
bers  and  departmental  stewards, 
addressed  by  both  management  and 
labor  representatives,  followed  by  a 
question  and  answer  period. 

Step  No.  5  then  is  the  plan  pre¬ 
sentation  to  the  “rank  and  file” 
through  the  media  of  the  plant  news¬ 
paper,  the  bulletin  board,  house  mail, 
etc.  With  supervision  and  union  lead¬ 
ers  already  with  the  plan,  an  im¬ 
mense  informative  source  is  available 
to  answer  questions. 

Plan  Defined 

What  about  the  plan,  its  basic  ap¬ 
plication  and  its  progression? 

The  plan  itself  is  squarely  placed 
on  the  company’s  announced  policy 
that  “no  employee  will  be  discharged 
solely  for  alcoholic  offenses,  but  will 
be  referred  to  Alcoholic  Procedure.” 

When  it  has  been  definitely  estab¬ 
lished  that  frequent  absenteeism  and 
/or  unsatisfactory  work  or  behavior 
performance  are  caused  by  problem 
drinking,  the  foreman  will  refer  the 
employee  to  “Medical”.  A  confiden¬ 
tial  interview  between  employee  and 
plant  physician  will  determine  the 
next  step.  A  plant  counselor,  proper¬ 
ly  trained  and  who  has  a  personal 
sympathetic  understanding  of  the 
problem  drinker  will  be  at  the  dis¬ 
posal  of  “Medical.” 

He  will  at  the  request  of  “Medical” 
make  all  necessary  “implant”  and 
“out-plant”  contacts  and  will  have 
access  to  the  services  of  such  “in- 
plant”  facilities  as  legal,  social,  recre¬ 
ation,  credit  union,  employment  of¬ 
fice,  etc.  He  will  be  thoroughly 
familiar  with  the  “out-plant”  facilities 
such  as  private  and  social  agencies, 
clinics,  hospitals,  A.  A.  organizations, 
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Police  Department,  clergy,  courts, 
and  the  like.  The  plant  counselor  will 
report  to  “Medical” — “Medical”  will 
report,  when  necessary,  to  the  fore¬ 
man. 

What  about  negative  cases? 

Non-cooperatives  will  be  required, 
as  a  matter  of  employment,  to  appear 
before  the  Review  Committee,  which 
will  consist  of  a  representative  of 
“Medical”  (including  plant  counsel¬ 
or),  Personnel  Department,  Manage¬ 
ment  and  Union  (representing  the 
Community  Service  Committee  ex¬ 
cept,  of  course,  when  the  problem 
drinker  is  in  the  management  group). 

Recommends  Action 

The  Review  Committee  will  rec¬ 
ommend  the  course  of  action.  Should 
this  mean  in  the  case  of  a  union  mem¬ 
ber  a  discharge,  then  the  very  fact 
that  a  union  representative  partici¬ 
pated  in  his  decision  will  go  far  to 
mutual  acceptance  and  the  preven¬ 
tion  of  grievance  issuance.  It  is  com¬ 
mon  industrial  practice  and  generally 
accepted  that  a  probationary  em¬ 
ployee  is  usually  discharged  on  his 
first  alcoholic  offense.  Even  in  such 
cases  the  services  of  medical  and 
plant  counselor  should  be  made 
available  to  the  dischargee. 

Counselor’s  Responsibility 

This  plan  so  far,  of  course,  is  ap¬ 
plicable  only  to  the  employee  in  the 
first  category  mentioned,  i.e.,  the 
employee  who  ordinarily  would  be 
subject  to  disciplinary  punishment.  It 
is  also  realized  that  this  plan  needs 
to  be  tailored  to  the  requirement  of 
each  individual  plant,  yet  the  pre¬ 
sented  outline  establishes  a  basic 
pattern  to  which  can  be  added  or 
from  which  can  be  deleted  as  needed. 

Now  how  about  the  employee  in 
the  second  category  who  is  not  yet 
subject  to  plant  discipline.  Certainly 
he  cannot  be  instructed  to  go  on  “Al¬ 
cohol  Procedure”.  He  becomes  the 
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responsibility  of  the  counselor,  who 
in  a  tactful  way  will  endeavor  to 
advise. 

What  manner  of  person  is  this  in¬ 
dustrial  counselor? 

The  successful  counselor  can  be 
male  or  female.  Many  women  are 
doing  an  excellent  job.  The  successful 
counselor  must  be  understandingly 
sympathetic  with  the  problem  drink¬ 
er,  yet  firm  in  his  request  for  com¬ 
plete  cooperation.  The  successful 
counselor  must  have  a  deep  and  abid¬ 
ing  faith  in  Almighty  God,  secure  in 
the  knowledge  that,  when  the 
strength  and  wisdom  of  man  faileth, 
there  is  an  inexhaustable  supply  laid 
up  above,  yielded  to  us  through  the 
power  of  prayer. 

The  successful  counselor  will  be 
found  ready  to  go  to  the  aid  of  a 
distressed  and  tormented  alcoholic 
at  a  moment’s  notice,  day  or  night, 
work  day  or  holiday — for  this  is  a 
“round-the-clock”  job. 

The  successful  counselor  is  the 
pivot  around  which  the  entire  Alco¬ 
hol  Procedure  turns.  His  devotion  to 
the  exacting  duties  and  responsibil¬ 
ities  of  his  assignments  may  well 
make  a  man’s  life  and  a  family’s 
future. 

What  Are  Results? 

Does  the  plan  work? 

Alcohol  literature  is  loaded  with 
statistics  and  while  I  am  statistically 
minded  and  respectfully  bow  to  our 
plant  statistician,  I  do  not  choose  to 
use  statistics  when  I  am  discussing 
people;  for  people  are  human  beings, 
and  human  beings  differ  so  much 
from  each  other  that  I  have  never 
been  able  to  classify  them  statistical¬ 
ly. 

The  industrial  problem  drinker  is 
a  person.  He  is  real;  I  work  with  him 
and  his  problems  becomes  my  prob¬ 
lems. 

I’d  like  you  to  meet  John  K.  Three 


years  ago  his  superintendent  gave 
him  his  final  warning.  The  man  had 
two  strikes  on  him — fifteen  years  of 
steady  d  r  i  n  k  i  n  g — completely  dis¬ 
couraged.  Today  he  holds  a  responsi¬ 
ble  supervisory  position.  He  has  had 
one  slip  in  these  three  years  and  none 
in  the  past  two  years.  That  man  was 
ready  for  the  scrap  heap.  Today  he 
has  his  sobriety  and  the  respect  of 
his  men.  The  plan  works! 

There’s  Felix  X — foreign  born, 
twenty-two  years  of  compulsive 
drinking,  the  last  few  years  a  pint  of 
whiskey  daily.  He  was  referred  two 
years  ago  and  today  he  is  sober  with 
no  slips.  Oddly  enough,  he  is  learn¬ 
ing  the  multiplication  tables  in  En¬ 
glish  and  takes  great  pride  in  this 
new  accomplishment.  Felix  X  is  a 
new  man.  The  plan  works! 

The  Plan  Works 

There’s  Peter  Y — five  years  of  con¬ 
centrated  alcoholism — left  his  wife 
and  his  job  when  faced  with  another 
increase  in  his  family.  Repentantly 
returning,  he  was  reinstated  on  his 
job  and  put  on  procedure.  Seven 
months  of  sobriety  have  followed. 
The  plan  works! 

There’s  Jerry  Z — an  alcoholic  from 
way  back,  mentally  affected  and  not 
expected  to  remain  dry,  yet  for  more 
than  two  years  this  man,  whose  pre¬ 
vious  attendance  record  was  atroc¬ 
ious,  hasn’t  lost  one  hour  of  work 
because  of  drinking.  Even  here,  the 
plan  works! 

It  works  because  industry  has 
found  and  received  the  necessary 
wholehearted  support  from  “out- 
plant”  groups. 

Sources  of  Help 

The  Yale  Center  of  Alcohol  Studies 
with  its  tremendous  informative  re¬ 
sources  and  the  Connecticut  Commis¬ 
sion  on  Alcoholism  with  its  dedicated 
personnel,  its  Blue  Hill  Hospital  at 
Hartford  and  its  clinics  located 
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throughout  the  State  have  been  a 
major  source  of  help.  Alcoholics 
Anonymous  with  its  keen  under¬ 
standing  and  sound  grasp  of  the 
problem  has  given  industry  its  full 
support.  Public  and  private  agencies 
shared  their  facilities  and  experience 
with  us.  And  the  professions,  includ¬ 
ing  clergy,  legal,  penal,  banking, 
nursing,  medical,  teaching,  to  name 
but  a  few,  have  shown  a  most  sym¬ 
pathetic  understanding  and  willing¬ 
ness  to  assist  in  the  rehabilitation  of 
the  problem  drinker. 

No,  there  is  no  such  thing  as  a 
fool-proof  plan.  We  too  have  our 
failures,  but  many  of  these  are  the 
'‘chronic”  alcoholics,  many  of  the 
“hold  overs”  from  war  days — men 
who  are  not  able  to  stand  up  under 
the  constant  pounding  and  pressure 
of  today’s  production  requirements — 
men  who  crack  under  the  stress  and 
strain  of  today’s  industrial  needs. 

Yes,  industry  indeed  has  taken  a 
“second”  look  at  its  age  old  problem 
and  industry  now  has  both  eyes  wide 
open,  its  sleeves  rolled  up  and  work¬ 
ing.  The  alcoholic  employee  knows 
that  counsel  and  guidance  and  help 
are  his  for  the  asking.  He  knows,  be¬ 
cause  he  has  seen  with  his  own  eyes 
the  evidence  in  the  experience  of 
other  employees  like  him.  Yes,  the 
plan  works! 

Will  it  work  for  everyone? 

That  depends  on  the  individual. 
There  are  some  people  who  in  their 
own  way  have  found  personal  hap¬ 
piness  in  alcoholism.  They  have  no 
desire  to  change.  But  I  recall  with 
grateful  pleasure,  the  TV  lectures  on 
alcoholism  by  Bishop  Fulton  J. 
Sheen,  and  I  would  like  to  close  on 
the  high  note  of  his  final  broadcast 
when  this  great  good  man  faced  his 
millions  of  listeners  and  in  ringing 
tones  declared,  “There  is  no  such 
thing  as  a  hopeless  case.”  That  I  be¬ 
lieve. 
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MOST  people  understand  love  to 
mean  simply  love  between  the 
sexes.  It  does  mean  this,  but  also 
much  more.  On  the  deepest  level, 
love  is  an  instinctive  force  present 
in  every  person  from  birth  to  death. 
It  is  a  profound  urge  to  preserve 
and  extend  life  by  means  of  union 
with  another  living  force,  and  it 
expresses  itself  through  an  exchange 
of  energy  that  mutually  strengthens 
and  rejuvenates. 

Love  is  born  when  the  child  rests 
in  its  mother’s  arms.  From  this 
beginning,  love  grows  until  it  in¬ 
cludes  the  love  of  family  and  friends, 
of  school  and  country,  and  ultimate¬ 
ly  of  all  the  world.  Love  also  means 
love  of  self.  This  is  an  aspect  often 
ignored,  yet  it  is  of  basic  importance 
— for  without  healthy  self-love,  one 
cannot  love  anyone  else.  Love  also 
means  love  of  God,  a  love  that  sus¬ 
tains  us  when  human  relationships 
crumble. 

Love  is  all  of  one  piece — from  the 
love  of  mother  and  child  to  the  love 
of  sweethearts,  husbands  and  wives, 
and  friends.  It  is  present,  too,  in  the 
laborer’s  devotion  to  his  work,  in 
the  teacher’s  solicitude  for  her 
pupils,  in  the  physician’s  dedication 
to  his  art.  All  that  heals,  cultivates, 
protects,  and  inspires — all  this  is  a 
part  of  love. 

To  say  that  one  will  perish  with¬ 
out  love  does  not  mean  that  every¬ 
one  without  adequate  love  dies. 
Many  do,  for  without  love  the  will 
to  live  is  often  impaired  to  such  an 
extent  that  a  person’s  resistance  is 
critically  lowered  and  death  follows. 
But  most  of  the  time,  lack  of  love 
makes  people  depressed,  anxious  and 
without  zest  for  life.  They  remain 
lonely  and  unhappy,  without  friends 
or  work  they  care  for,  their  life  a 
barren  treadmill,  stripped  of  all 
creative  action  and  joy.  From  “Love 
or  Perish”,  by  Smiley  Blanton,  M.D. 
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BY  EBBE  CURTIS  HOFF,  Ph.D.,  M.D. 


From  the  primitive  to  modern  man ,  the  use  of  alcohol 
has  been  influenced  by  religious  and  social  customs. 


THERE  seems  little  question  that 
the  intoxicating,  exhilarating  ef¬ 
fects  of  fermented  sugars  and  other 
carbohydrates  were  known  before 
the  dawn  of  history.  Primitive  man 
doubtless  experimented  with  eating 
all  kinds  of  fresh  and  rotting  fruit 
as  well  as  the  leaves,  bark,  roots, 
flowers  and  seeds  of  plants.  In  the 
course  of  all  this  experimentation 
he  encountered  not  only  ethyl  alco¬ 
hol  but  also  substances  with  various 

Condensed  from  an  address  delivered  at  \ 
North  Conway,  New  Hampshire,  June  1958 


medicinal  properties,  including  the 
opiates.  So  far  as  I  know,  the  earliest 
records  of  the  most  ancient  civiliza¬ 
tions  contain  commentaries  on  alco¬ 
holic  beverages,  including  their  pro¬ 
per  and  improper  uses,  as  well  as 
special  restrictions  of  their  use  by 
certain  persons,  and  at  certain  times 
and  places.  From  the  beginning  of 
civilization  it  appears  that  alcoholic 
beverages  were  thought  of  as  potent 
substances  over  which  society  pro- 
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perly  exercised  control.  This  is  not 
to  say  that  there  are  examples  of  cul¬ 
tures  that  were  free  from  problems 
of  the  pathological  use  of  alcohol, 
since  drunkenness  and  alcoholism, 
as  we  understand  these  terms  today, 
seem  to  have  presented  serious  dif¬ 
ficulties  from  the  beginning. 

Most  cultures  established  deeply 
ingrained  attitudes  towards  the  con¬ 
sumption  of  alcoholic  beverages  with 
differing  degrees  of  sanction  against 
those  who  deviated  far  from  these 
attitudes.  There  are  a  few  cultures 
where  alcohol  was  not  found.  This 
was  the  case  in  the  pre-Columbian 
Indians  of  North  America  in  most  of 
the  area  now  constituting  the 
United  States. 

With  few  exceptions  such  as  that 
just  referred  to,  the  preparation  and 
drinking  of  fermented  liquors  is  one 
of  the  commonest  practices  of  man 
in  all  civilizations.  Certainly  in 
modern  times  the  use  of  alcoholic 
beverages  is  well  established  uni¬ 
versally,  in  spite  of  some  religious 
and  cultural  prohibitions  or  restric¬ 
tions.  The  problems  associated  with 
alcohol  have  taken  on  new  dimen¬ 
sions  since  the  discovery  in  the  mid¬ 
dle  ages  of  distillation  of  fermented 
mixtures,  and  the  same  may  be  said 
for  the  problems  of  the  use,  for 
example,  of  opium.  In  both  cases 
modern  man  now  has  a  concentrated 
drug  constituting  an  essential  chemi¬ 
cal  compound  in  its  relatively  pure 
form. 

Modern  use  of  alcoholic  beverages 
rests  upon  motivations  and  practices 
which  are  a  part  of  the  cultural 
stream  that  has  flowed  without  in¬ 
terruption  from  the  beginning  of 
civilization.  It  may  help  us  in  our 
present  thinking  about  alcohol  edu¬ 
cation  to  speculate  upon  some  of 
these  attitudes  and  cultural  motiva¬ 
tions  of  the  past. 

It  seems  that  primitive  man  re¬ 


garded  alcoholic  beverages  as  a  mi¬ 
raculous  means  of  communion  and 
communication  with  the  supernatur¬ 
al.  Alcoholic  intoxication  afforded 
unique  freedom  from  orientation  to 
the  ordinary  world  with  its  cares 
and  problems  and  lifted  man  to  a 
state  of  exaltation  in  which  he  felt 
powerful  and  gifted  with  transcen¬ 
dent  thoughts;  as  he  continued  to 
drink  he  finally  fell  into  a  deep  sleep. 
There  seemed  no  reason  not  to  ex¬ 
perience  the  whole  series  of  effects  of 
alcohol,  from  the  first  exhilaration 
to  the  final  coma. 

Religious  Rites 

Magical  and  religious  rites  of  pri¬ 
mitive  people  usually  included  at  one 
stage  or  another  the  use  of  ferment¬ 
ed  beverages,  and  this  custom  comes 
down  to  modern  times.  One  of  the 
reasons  why  drinking  by  many  mod¬ 
ern  American  Indians  is  a  problem  is 
that  their  use  of  alcohol  follows  the 
old  pattern  of  drinking  to  deep  in¬ 
toxication  and  coma.  For  example, 
the  Navajo  Indians  of  the  Southwest 
drink  sweet  wine  as  a  part  of  their 
Saturday  afternoon  shopping  trips 
to  border  towns  like  Gallup,  New 
Mexico.  The  father,  mother  and  the 
children  all  come  to  town  from  the 
reservation  in  their  half-trucks.  They 
park  in  the  super-market  parking 
space,  buy  their  groceries,  talk  with 
their  neighbors  who  are  also  in 
town,  and  then  go  to  the  saloons, 
within  easy  walking  distance  and 
proceed  to  drink  deeply  and  rapidly 
to  the  point  of  profound  inebriety. 
On  a  busy  Saturday  afternoon,  even 
before  sundown,  scores,  or  sometimes 
hundreds  of  Indians  may  be  seen  in 
the  dried-up  creek  that  runs  through 
the  town  of  Gallup,  lying  in  an  alco¬ 
holic  stupor.  That  night  the  town  jail 
is  full  of  Indians — both  men  and 
women. 

This  kind  of  use  of  alcohol  may 
have  been  relatively  unharmful  in 
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primitive  tribes  where  modern  civili¬ 
zation  did  not  complicate  living,  and 
where  the  affairs  of  the  tribe  could 
wait  until  recovery  from  the  orgy. 
In  modern  Gallup,  New  Mexico, 
however,  we  see  two  dissimilar  cul¬ 
tures  confronting  one  another,  the 
modern,  mechanized  industrialized 
“Anglo”  culture  impinging  upon 
what  remains  of  the  primitive  no¬ 
madic,  sheep-growing  Navajo  culture. 
The  problem  of  drinking  among  the 
Navajos  is  the  problem  of  a  people 
who  drink  in  a  primitive  fashion,  but 
who  have  lost  most  of  the  strength 
and  directional  vitality  of  their  own 
religious  and  ethnic  heritage  that 
might  serve  to  set  limits  and  bounds 
to  their  drinking. 

The  use  of  a  drug  as  a  break¬ 
through  to  the  supernatural  is  by  no 
means  limited  to  alcohol.  Opium  and 
other  psychopharmacological  drugs 
have  been  so  used  in  the  Orient  and 
are  still  so  used  in  many  parts  of  the 
world.  A  modern  example  is  the  re¬ 
ligious  use  of  the  drug  Peyote  by 
Southwestern  American  Indians. 
This  drug  produces  transcendent, 
exalted  states,  culminating  in  a  sleep 
and  in  the  modern  Peyote  religion 
its  use  is  associated  with  a  rather 
elaborately  developed  religious  ritu¬ 
al.  An  essential  statement  of  the  Pey¬ 
ote  religion  is  that  whereas  the 
white  man  communes  with  God 
through  his  science,  educated  reason, 
and  other  characteristics  of  pre¬ 
sumed  superiority,  the  poor  Indian 
approaches  God  through  Chief 
Peyote. 

Gladdening  the  Heart 

One  of  the  properties  of  alcohol 
common  to  certain  other  drugs  is  that 
it  imparts,  temporarily  at  least,  a 
sense  of  wonderful  lucidity  and  de¬ 
tachment  of  the  mind  and  the  con¬ 
sciousness.  There  is  a  joyousness  and 
freedom  from  care  which  is  quite 
unique.  Many  ancient  writings  refer 


to  wine  gladdening  the  heart  of  man. 
It  has  been  said,  in  fact,  that  the 
effect  is  to  take  away  the  inhibitions 
and  veneer  of  civilization  and  reveal 
the  real  or  true  self.  It  would  appear 
that  this  effect  of  alcohol  stems  from 
its  peculiar  selective  action  upon  the 
central  nervous  system.  For  some 
reason,  not  entirely  clear  yet,  the 
phylogenetically  newer,  upper  parts 
of  the  nervous  system,  namely,  cer¬ 
tain  portions  of  the  cerebral  cortex, 
are  more  sensitive  to  the  anesthe¬ 
tizing  effects  of  alcohol  than  are  the 
lower  parts.  Therefore,  the  earliest 
effects  of  alcohol  are  predominantly 
psychological  and  include  release 
from  care  and  inhibitions  as  well  as 
social  restraints.  As  the  blood  alcohol 
level  rises,  the  sensory  and  motor 
parts  of  the  brain  begin  to  be  de¬ 
pressed  and  finally,  with  higher  blood 
levels  still,  the  person  is  not  only 
unable  to  walk,  see  or  hear  properly, 
but  also  falls  into  a  coma  and  may 
even  die  from  respiratory  failure  as 
the  breathing  center  in  the  lower  part 
of  the  brain  stem  is  rendered  in¬ 
active.  The  effects  of  alcohol  thus 
may  be  described  in  serial  stages, 
beginning  with  minor  relaxation  and 
release  of  tension,  progressing  to 
moderate  or  serious  incoordination 
of  movement,  and  disturbances  of 
sensation,  and  finally  ending  with 
arrest  of  breathing. 

That  alcoholic  beverages  “gladden 
the  heart”  is  a  matter  of  universal 
experience,  and  yet  people  seem  to 
differ  in  the  quality  and  amount  of 
gladness  which  alcohol  brings  them. 
Some  find  that  drinking  more  than 
a  small  amount  makes  them  feel 
stupid,  sleepy,  and  disinterested  or 
even  anxious  and  uncomfortable. 
Obviously,  the  effects  of  alcohol  in 
small  or  large  amounts  depend  to  an 
important  extent  upon  the  psycho¬ 
logical  and  other  characteristics  of 
the  person  himself.  There  are  quite 
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wide  individual  differences. 

Of  all  the  cultural  patterns  associ¬ 
ated  with  alcoholic  beverages,  social 
drinking  is  without  question  the 
most  universal.  The  term,  social 
drinking  requires  careful  thought  as 
to  its  definition.  It  should  be  remem¬ 
bered  that  drinking  by  people  to¬ 
gether  in  groups  does  not  necessarily 
constitute  social  drinking.  For  use  of 
alcohol  to  be  properly  described  as 
social,  it  is  necessary  that  the  drink¬ 
ing  facilitate  social  interrelations 
within  the  group.  The  extent  to 
which  the  drinking  hampers  or  de¬ 
stroys  social  intercourse  measures 
the  deterioration  of  the  social  charac¬ 


ter  of  the  drinking.  For  example,  at 
a  large  cocktail  party  the  beginning 
of  the  party  may  be  an  occasion  of 
good  social  interrelationships  but  as 
drinking  continues,  and  the  noise 
level  rises,  it  is  frequently  the  case 
that  very  few  people  may  be  having 
a  truly  social  experience,  since  com¬ 
munication  breaks  down.  Social 
Drinking,  therefore,  must  be  defined 
as  only  that  use  of  alcohol  beverages 
which  promotes  relationships  be¬ 
tween  two  or  more  people.  The  term 
social  drinking  should  be  applied 
only  to  those  drinking  occasions  in 
which  the  social  relationships  are  the 
primary  purpose,  and  the  drinking 
secondary  and  supportive.  A  party  in 
which  the  main  purpose  is  to  drink, 
lies  outside  the  definition  of  social 
drinking,  and  falls  under  some  other 
definition  such  as  'psychological 
drinking. 

A  Symbol  of  Life 

In  many  cultures  these  are  symbol¬ 
ic  links  between  wine  and  blood.  In 
some  humoral  concepts  of  human 
function,  the  blood  is  considered  to 
be  the  source  of  life.  This  is  doubt¬ 
lessly  based  on  the  observation  that 
serious  hemorrhage  from  a  wound 
can  be  fatal.  As  the  blood  is  the  life  of 
the  animal,  so  the  wine  is  the  life  of 
the  grape.  Thus,  we  find  a  thread  of 
symbolism  running  through  the  his¬ 
tory  of  culture  in  which  wine  is  re¬ 
lated  to  strength  and  life.  Among 
French  laborers  the  use  of  wine  is 
traditionally  held  to  impart  strength 
necessary  for  work,  especially  for 
heavy  labor.  The  practice  of  giving 
out  rations  of  “grog”  in  the  Royal 
Navy  was  presumably  initiated  as  a 
way  of  helping  the  seaman  endure 
the  hardships  and  rigors  of  life 
aboard  ship. 

In  our  American  culture  it  seems 
that  the  ability  to  drink  successfully 
is  sometimes  seen  as  a  badge  of 
virility.  Christopher  Sower  has  re- 
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ported  that  among  the  teen-age 
young  people  whom  he  has  studied, 
the  use  of  alcohol  is  a  sign  of  matur¬ 
ity,  adulthood,  independence,  and 
manliness.  Many  alcoholic  patients 
seen  in  the  Division  of  Alcohol  Stu¬ 
dies  and  Rehabilitation  in  the  Com¬ 
monwealth  of  Virginia,  express  in 
one  way  or  another  a  chagrin  over  a 
“weakness”  which  prevents  them 
handling  their  drinking  as  they  feel 
they  used  to,  or  should.  Often  for 
many  years,  an  alcoholic  will  attempt 
to  find  a  satisfactory  drinking  pat¬ 
tern,  driven  by  a  need  to  prove  that 
he  can  “take  it”. 

Attitudes  Toward  Drunkenness 

While  most  ancient  writings  about 
alcohol  contain  the  praises  of  wine  in 
some  forms  of  its  use,  there  is  also 
attention  to  the  dangers  of  drunken¬ 
ness.  The  Hebrew  literature  offers 
excellent  examples.  The  difficulty 
arises  in  the  definition  of  drunken¬ 
ness.  As  in  ancient  times,  so  in  mod¬ 
ern,  there  are  different  cultural  de¬ 
finitions  of  drunkenness  and  differ¬ 
ent  degrees  of  sanction  applied 
against  drunkenness  under  certain 
circumstances  and  occasions.  In  a 
personal  communication,  Jellinek  has 
reported  prevalent  attitudes  toward 
drunkenness  in  certain  cultural 
groups  in  Italy  and  France.  In  his 
Italian  groups  Jellinek  has  found 
that  lesser  degrees  of  deviant  be¬ 
havior  are  called  drunkenness  than 

is  the  case  in  France.  The  Italian 

\ 

groups  will  socially  tolerate  much 
less  in  the  way  of  drunken  behavior 
than  the  French  groups,  and  there 
appears  to  be  few  occasions  in  the 
former  groups  when  sanctions 
against  drunkenness  are  temporarily 
suspended.  The  fact  that  a  young 
man  gets  drunk  occasionally  might, 
for  example,  be  sufficient  reason  for 
an  Italian  parent  to  refuse  consent 
to  a  marriage  with  his  daughter.  On 
the  contrary,  in  the  French  groups 


wdiich  Jellinek  evaluated,  weekend 
drunkenness  may  be  accepted  as  a 
natural  thing  in  some  people  by 
family,  friends  and  neighbors.  There 
are  undoubtedly  exceptions  to  these 
general  conclusions  in  both  the 
French  and  the  Italians. 

In  the  United  States,  acceptance  of 
drunkenness  varies  greatly  in  dif¬ 
ferent  groups.  Certain  characteristic 
attitudes  may  be  generally  held  by 
certain  religious  groups,  and  there 
may  be  differences  according  to  town 
and  country  people,  or  those  working 
in  different  occupations.  I  believe 
that  well  conducted  evaluation  stu¬ 
dies,  like  those  of  Jellinek,  will  re¬ 
veal  that  within  a  group  such  as  an 
individual  church  congregation,  there 
will  be  quite  a  wide  variation  in  at¬ 
titudes  toward  drunkenness,  as  well 
as  the  definition  of  what  constitutes 
drunkenness.  In  certain  segments  of 
American  society  a  guest  will  be 
thought  of  as  having  drunk  “too 
much”  if  he  becomes  noisy  and  over- 
talkative  and  may  thereby  bring  dis¬ 
favor  upon  himself.  Others  will  re¬ 
gard  him  with  friendly  tolerance  so 
long  as  he  seems  to  be  enjoying 
himself  and  is  not  embarrassing  the 
other  guests.  Still  others  would  not 
take  offense  unless  the  guest  becomes 
aggressive,  told  questionable  stories 
or  made  advances  to  the  opposite 
sex.  In  most  American  suburban 
cultures,  a  woman’s  drinking  be¬ 
havior  is  subject  to  more  stringent, 
critical  standards.  This  is  not  uni¬ 
versally  true  however. 

There  is  no  unequivocal  definition 
of  alcoholism.  In  the  latter  half  of 
the  nineteenth  century,  and  the  early 
part  of  the  present  century,  one 
spoke  of  inebriety,  or  chronic  drunk¬ 
enness.  Those  who  became  drunk  fre¬ 
quently,  or  showed  some  pattern  of 
loss  of  control  of  their  capacity  to 
drink  or  not  to  drink,  were  spoken 
of  as  having  acquired  the  “drinking 
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habit”.  It  is  quite  clear  now  that 
alcoholism,  however  defined,  trans¬ 
cends  the  characteristics  of  a  habit, 
and  may  appropriately  be  thought  of 
as  an  addiction,  or  compulsion.  Al¬ 
though  terms  like  “drunkard”,  “in¬ 
ebriate”,  and  “dypsomaniac”  are 
falling  out  of  use,  the  term  “alco¬ 
holic”  is  used  now  in  a  variety  of 
meanings.  The  homeless,  transient 
“skid-row”  man  may  be  spoken  of  as 
alcoholic  since  he  depends  greatly 
on  alcohol,  and  yet  the  primary  dis¬ 
order  of  such  persons  is  probably 
their  lack  of  status  in  an  acceptable, 
stable  society.  The  alcoholic  as  he  is 
seen  in  A.A.,  or  in  the  rehabilitation 
clinics,  is  a  person  who  has  to  a 
greater  or  less  degree,  lost  control  of 
his  use  of  alcohol,  and  does  not  really 
know  when  he  will  be  drunk  again. 
His  pattern  may  vary,  and  the  un¬ 
derlying  pathological  processes  re¬ 
sponsible  for  his  behavior  are  prob¬ 
ably  also  variable.  A  characteristic 
of  the  alcoholic  which  has  definite 
meaning  is  that  his  drinking  is  as¬ 
sociated  with  deterioration  of  his 
health,  interpersonal  relations,  and 
way  of  life  generally.  Some  defini¬ 
tions  of  alcoholism  include  the  fea¬ 
ture  that  the  alcoholic’s  drinking  de¬ 
viates  in  certain  particulars  from  the 
accepted  standards  of  the  culture  in 
which  he  lives.  This  latter  feature 
makes  it  difficult  to  agree  upon  a 
universal  definition. 

Today  we  look  with  hope  towards 
research  in  physiology,  biochemistry 
and  pharmacology.  We  still  have 
faith  in  the  research  efforts  of  the 
psychologist  and  psychiatrist.  We 
listen  respectfully  to  ideas  from 


sociology  and  anthropology,  and  we 
still  accord  a  listening  ear  to  the 
educators  and  preventive  medical 
men.  We  are  in  the  phase  now  of  ex¬ 
pecting  results  from  interdisciplinary 
teams  working  together  and  I  think 
it  is  realistic,  also,  to  expect  that 
community  self-evaluation  of  its  own 
drinking  patterns  and  pathologies 
can  lead  towards  a  more  effective 
control  of  alcohol  use. 

ALCOHOLIC  S  GREATEST  NEEDS 

(Continued  from  page  15) 

does  not  use  the  ups  and  downs  of 
the  alcoholics  in  therapy  as  a  criteria 
for  the  measurement  of  his  success  or 
failure  as  a  therapist;  otherwise  he 
will  become  despondent  and  ready  to 
quit  before  he  has  really  gotten  start¬ 
ed.  It  cannot  be  repeated  too  often, 
the  course  of  therapy  is  a  rough  and 
stormy  one  and  one  must  be  prepar¬ 
ed  to  weather  many,  many  storms 
before  any  degree  of  smooth  sailing 
becomes  possible . 

And  last,  but  not  least,  as  in  work¬ 
ing  with  any  difficult  problem,  one 
must  set  realistic  goals — goals  that 
are  patient-oriented — that  is,  related 
to  the  patient's  emotional  resources, 
potentialities  and  limitations,  and  are 
not  related  to  some  idealistic  goal 
that  we  may  project  for  our  patients 
to  reach.  Such  an  idealistic  goal  is 
too  often  an  idealized  self-image,  hav¬ 
ing  little  to  do  with  the  very  real 
person  with  problems  that  we  are 
trying  to  help. 

To  succeed  in  working  with  the 
alcoholic  one  must  be  prepared  to 
fail  time  and  time  again  in  order  to 
reach  success. 


The  Federal  Bureau  of  Investigation  reports  for  1957,  that  in  198  cities 
over  25,000  population  578,336  persons  were  found  guilty  of  drunkenness, 
disorderly  conduct,  and  vagrancy.  Some  42,642  were  found  guilty  of 
driving  while  intoxicated  and  16,227  were  guilty  of  violation  of  the 
liquor  laws. 
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Books  of  Interest 

ALCOHOLISM 


By  Arnold  Z.  Pfeffer,  M.D. 

Grume  and  Stratton 
New  York 
98  pp. 

LTHOUGH  this  little  book  is  in¬ 
tended  to  be  one  of  a  series  on 
Industrial  Medicine  it  is  written  in  a 
concise  and  yet  encompassing  style 
which  will  appeal  to  readers  other 
than  those  specializing  in  industrial 
medical  practice.  The  author  is  Direc¬ 
tor  of  the  Consultation  Clinic  for 
Alcoholism  at  the  University  Hos¬ 
pital  of  New  York  University -Bel¬ 
levue  Medical  Center,  sponsored  since 
1952  by  the  Consolidated  Edison 
Company  of  New  York.  This  Clinic 
devotes  attention  exclusively  to  the 
alcoholic  patient  in  industry  and 
evolves  from  the  modern  policies  of 
the  Consolidated  Edison  Company 
toward  alcoholism,  which  have  been 
maintained  since  1947.  In  this  Com¬ 
pany  there  is  a  known  annual  inci¬ 
dence  of  IV2  to  2  new  cases  of  alcohol¬ 
ism  per  thousand  employees  per 
year.  In  industry  in  general  there  is 
probably  an  overall  total  of  2%  of 
alcoholics,  hidden  or  known.  The  al¬ 
coholic  in  industry  loses  working 
time,  is  more  liable  to  other  illnesses 
and  accidents,  and  fails  satisfactorily 
to  fill  his  place  on  the  team.  As  a  re¬ 
sult  he  often  has  been  dismissed  from 
his  job  in  spite  of  the  long  years  of 
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training  which  led  to  his  filling  that 
position.  Industry  cannot  afford  such 
a  waste  and  any  program  of  the  sort 
described  by  Dr.  Pfeffer  is  bound  to 
pay  useful  returns  whether  looked  at 
financially,  industrially,  medically, 
psychologically,  or  from  the  point  of 
view  of  the  worker  and  his  family. 

There  is  an  excellent  chapter  on 
the  etiology  of  alcoholism  with  em¬ 
phasis  being  placed  on  the  known 
psychological  factors  rather  than  on 
more  theoretical  areas  such  as  con¬ 
stitution  and  diet.  There  follows  a 
brief  but  comprehensive  discussion 
of  the  medical  management  of  the  al¬ 
coholic  and  some  useful  references 
are  included.  The  chapters  on  the 
psychology  of  alcoholism  are  excel¬ 
lently  done  in  a  small  space  and  Dr. 
Pfeffer’s  views  on  the  treatment  are 
presented  with  moderation  and  flex¬ 
ibility — exactly  the  same  kind  of  ap¬ 
proach  he  must  bring  to  his  alcoholic 
patients. 

Essentially  the  first  sixty  pages  of 
this  book  constitute  an  excellent  re¬ 
fresher  course  on  alcoholism  for  any¬ 
one,  but  particularly  for  physicians, 
who  want  to  be  brought  up  to  date 
as  painlessly  as  possible.  The  rest  of 
the  book  describes  the  Consolidated 
Edison  Company  Procedure  on  Al¬ 
coholism,  and  the  University  Clinic 
for  Alcoholism. 

Undoubtedly  the  things  described 
by  Dr.  Pfeffer  can  serve  as  a  model 
plan  for  any  other  industry  and  in¬ 
deed  he  mentions  possible  solutions 
for  setting  up  similar  programs  in 
small  companies.  This  book  should  be 
in  the  possession  of  all  who  specialize 
in  industrial  medicine  and  I  would 
hope  that  it  would  reach  the  hands 
of  industrial  management  also. 

John  A.  Ewing,  M.D. 

Coordinator  of  Alcoholism 
Treatment  and  Research 

Department  of  Psychiatry 

U.N.C.  School  of  Medicine 
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ALCOHOLIC  TREATMENT  SERVICES 


ARE  PROVIDED  BY  THE  FOLLOWING 


MENTAL  HYGIENE  CLINICS 


Competent  Help  Is  Available  At  The  Local  L®¥®1 

For  an  appointment  the  prospective  patient  or  patient's  relative 
should  call  or  write  to  the  nearest  Clinic  stating  the  problem  for 
which  help  is  requested. 

Inability  to  pay  is  no  barrier  to  receiving  the  services  of  Mental 
Hygiene  Clinics.  Fees  are  usually  based  on  income,  number  of 
dependents,  and  ability  to  pay.  It  is  a  sign  of  good  fudgment  for 
the  person  who  has  an  alcoholic  problem  to  seek  help.  All  Clinics 
cooperate  with  the  N.  C.  Alcoholic  Rehabilitation  Program  and 
local  agencies  and  persons  interested  in  helping  problem  drinkers. 


WRITE  OR  PHONE 


Mental  Hygiene  Clinic 

615  Wills  Forest  Rd. 
RALEIGH,  N.  C. 

Phone:  TE  4-6484 
Monday  through  Friday 


Mental  Hygiene  Clinic 

1618  Elizabeth  Avenue 
CHARLOTTE,  N.  C. 

Phone:  ED  3-5441  &  ED  3-5442 


Monday  through  Friday 


Mental  Hygiene  Clinic 

Room  41 5,  City  Hall 
ASHEVILLE,  N.  C. 
Phone:  AL  3-8343 
Monday  through  Friday 


Forsyth  County  Program 
On  Alcoholism 


7th  &  Woodland,  Streets 
WINSTON-SALEM  ,  N.  C. 


Phone:  PArk  3-2471,  Ext.  29 


Monday  through  Friday 


Alcoholism  Clinic  of  the 
Psychiatric  Out-Patient  Service 

N.  C.  Memorial  Hospital 
CHAPEL  HILL,  N.  C. 

Phone:  9031 


Cumberland  County 
Guidance  Center 

1  1  5  Bow  Street 
FAYETTEVILLE,  N.  C. 

Phone:  HE  2-8120 
This  clinic  is  also  serving  as  a 
temporary  information  center 
for  alcoholics  and  their  families. 


Toward  helping  patients  to  re-establish  satisfactory  social  relations,  all  Clinics 
make  their  services  available  to  wives,  husbands,  or  other  close  relatives 
of  patients. 


) 


ARP  EDUCATION  AMD  INFORMATION  SERVICES 

INVENTORY — bimonthly  magazine  using  the  techniques  of  education  in 
presenting  facts  about  alcoholism  in  popular,  illustrated  style. 

Films — on  alcohol  facts  and  personality  health  for  distribution  among  groups 
interested  in  brief,  factual  motion  picture  studies.  Obtainable  from  State 
Health  Department. 

The  ARC  Brochure — illustrated  booklet  on  North  Carolina’s  program  for 
treating  alcoholism  as  an  emotional  sickness. 

The  New  Cornerstones — ARP  family  manual  giving  basic  facts  about  alco¬ 
holism  and  suggestions  for  coping  with  the  personality  sickness. 

The  Lonesome  Road— eight  sets  of  eight  15-minute  radio  narratives  drama¬ 
tizing  the  way  of  the  alcoholic,  for  use  on  local  stations. 

Anyone  You  Know? — radio  drama  of  the  steps  to  alcoholism,  to  voluntary 
treatment,  to  rehabilitation,  in  15-minute  records. 

ARP  Staff  Speaker — members  of  the  ARP’s  Raleigh  and  Butncr  staffs  are 
available  for  speeches  before  civic  and  professional  groups. 

Library  Display— primarily  for  local  public  libaries;  also  available  to  school 
librarians  and  principals.  All  requests  should  be  made  through  local  public 
library  to  N.  C.  State  Library,  Raleigh. 

Book  Loan  Service— kits  containing  reference  books  and  pamphlets  on 
alcoholism.  Available  to  teachers  from  the  N.  C.  Alcoholic  Rehabilitation 
Program,  Raleigh. 

Consultant  Service  for  establishment  of  local  programs. 

These  services  are  free  upon  request  of  citizens  residing  in  North  Carolina. 
For  free  materials  in  limited  quantity,  write 

N.  C.  Alcoholic  Rehabilitation  Program 
P.  (X  Box  9494 
Raleigh,  N.  C. 


Entered  as  Second-Class  Matter  at  the  Post 
Office,  Raleigh,  N.  C.,  under  the  authority 
of  the  Act  of  August  24,  1912. 
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Al-Anon — Sister  Group  to  AA 

Alcoholics  Are  Sick  People 

Help  for  the  Family  of  the  Emotionally  Ill 

Abstinence  Is  Not  Sobriety 

An  “Inside  Look"  At  the  Alcoholic 

As  Health  Educators — What  Can  We  Do? 

Book  Review 


IU  ALCOHOLIC  REHABILITATION  CENTER 


BUTNER,  N.  C. 


The  N.  C.  Alcoholic  Rehabilitation  Center  is 
a  facility  for  the  treatment  of  male  and  female 
problem  drinkers  who  request  admission.  The 
clinic  is  located  at  Butner,  N.  C.,  and  is  operated 
by  the  North  Carolina  Alcoholic  Rehabilitation 
Program  under  the  N.  C.  Hospitals  Board  of 
Control.  Admission  to  the  Center  is  strictly 
voluntary.  The  cost  of  treatment  is  $75  for  28 
days’  stay. 

Butner  Treatment  Methods 

Treatment  at  the  Center  is  by  psychotherapy 
and  consists  of  group  discussions  led  by  the 
clinical  personnel,  educational  films,  individual 
consultatons  with  the  doctors,  vocational  guid¬ 
ance,  recreation,  rest,  proper  food  and  prescribed 
medications.  Butner  is  staffed  by  the  Clinical 
Director,  four  other  physicians,  a  chaplain,  a 
phychologist,  social  worker,  a  recreation  di¬ 
rector,  an  occupational  therapist,  and  ten  at¬ 
tendants. 

The  Butner  Patients 

Patients  must  come  to  Butner  of  their  own 
free  will.  No  patients  are  accepted  by  court 
order.  The  patient  who  is  sincere  in  wanting 
help  and  comes  voluntarily  to  the  Center  stands 
a  much  better  chance  of  a  successful  rehabilita¬ 
tion  than  the  one  who  is  pressured. 

Entrance  Requirements 

1.  Admission  is  by  appointment  only  in  re¬ 
sponse  to  written  application  to  the  Medical 
Superintendent,  Butner,  N.  C.,  expressing  vol¬ 
untary  desire  for  treatment. 

2.  A  complete  social  history  compiled  by  a 
trained  social  worker  in  the  local  Public  Welfare 
Department  or  Family  Service  Agency,  and  a 
complete  medical  history,  compiled  by  the  pa¬ 
tient’s  family  physician  are  necessary. 


3.  A  fee  of  $75,  in  cash  or  certified  check, 
must  be  paid  upon  admission. 

4.  The  signing,  on  admission,  of  a  letter- 
statement,  which  requests  voluntary  admission. 

It  is  especially  important  that  patients  apply¬ 
ing  for  admission  to  the  NCARP  Treatment 
Center  have  a  thorough  medical  examination 
and  be  in  good  physical  condition  at  the  time 
of  their  admission.  There  are  no  facilities  pro¬ 
vided  at  the  Rehabilitation  Center  for  the  treat¬ 
ment  of  physical  illness.  Patients  are  expected 
to  enter  into  the  recreation  program  and  to  per¬ 
form  certain  daily  chores  assigned  to  them. 
Patients  with  serious  disabilities  which  would 
prevent  their  climbing  steps  are  advised  not  to 
seek  admission,  inasmuch  as  sleeping  quarters 
are  on  the  second  floor. 

Admitting  Hours 

8  A.M.  to  1 1  A.M.  Monday  through  Friday 
1  P.M.  to  3  P.M.  Monday  through  Friday 

Patients  must  be  sober  upon  admission,  and  in 
good  physical  condition.  No  visitors  are  allowed. 
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Carolina  Alcoholic  Rehabilitation  Program 
created  within  the  State  Hospitals  Board  of 
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Health  and  the  Department  of  Public  Wel¬ 
fare  to  act  in  an  advisory  capacity.  Offices 
Old  Health  Bldg.,  Raleigh,  North  Carolina. 
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Editor 
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This  journal  is  printed  as  a  public  informa¬ 
tion  service.  Persons  desiring  a  place  on  the 
free  mailing  list  must  send  in  a  written  re¬ 
quest.  This  journal  will  not  be  sent  to 
persons  other  than  those  requesting  it. 
Manuscripts  invited  with  understanding  that 
no  fees  can  be  paid. 
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An  Old  Friend  Writes 


A  Senator  Writes 

Thank  you  so  much  for  your  two 
copies  of  your  educational  journal  on 
alcohol  and  alcoholism.  I  am  most 
interested  in  your  program  and  you 
are  to  be  commended  for  the  excel¬ 
lent  job  you  are  doing.  Please  do  not 
hesitate  to  call  on  me  whenever  I 
can  be  of  service. 

The  Honorable  John  R.  Jordon 
North  Carolina  State  Senate 
Raleigh 


Wants  TV  Information 

Several  months  ago  I  recall  having 
seen  in  INVENTORY  a  write-up  of 
your  use  of  slides  in  advertising  the 
ARP  on  TV.  This  information  is 
needed  for  study  by  our  Education 
Advisory  Committee.  If  you  have  a 
spare  copy  of  the  issue  referred  to, 
I  would  appreciate  your  sending  it. 
I  would  also  consider  it  a  favor  if 
you  would  put  my  name  on  your 
mailing  list. 

Frank  B.  Campbell 

Education  Director 

Texas  Commission  on  Alcoholism 


It  has  been  my  good  fortune  to 
read  of  the  fine  work  your  state  of 
North  Carolina  is  doing  in  the  field 
of  alcoholic  rehabilitation.  As  a  mini¬ 
ster  of  the  Southern  Baptist  Conven¬ 
tion,  I  am  facing  this  grave  problem 
of  alcoholism  in  the  community  of 
which  I  am  now  serving.  While  I 
was  at  Southeastern  Seminary  last 
year  I  visited  your  offices  in  Raleigh 
and  received  much  helpful  literature 
on  this  subject.  I  am  requesting  that 
you  put  my  name  on  your  mailing 
list.  * 

Harold  T.  Rochester 
Lowndesville,  S.  C. 

Thanks  Program 

Thank  you  for  your  prompt  reply 
to  my  recent  letter  and  for  your 
generous  offer  to  supply  us  with  200 
copies  of  your  November-December 
issue  of  INVENTORY.  I  can  assure 
you  that  they  will  be  put  to  good  use 
and  I  am  most  grateful  for  your 
splendid  cooperation. 

Mrs.  Louise  K.  Kent 
Educational  Director 
Detroit  Committee  on  Alcoholism 

An  Editor  Writes 

Many  thanks  for  continually  send¬ 
ing  INVENTORY  my  way.  I  enjoy 
it  very  much  and  find  it  full  of  good, 
sound  advice  to  the  alcoholic.  Being 
an  AA  “loner”,  I  find  such  material 
to  be  ever  useful.  I  have  taken  the 
liberty  of  using  some  of  your  ma¬ 
terial  for  the  “Loner’s  Review”,  be¬ 
lieving  that  many  more  people 
should  see  it.  I  hope  this  meets  with 
your  approval. 

Editor 

“The  Loner’s  Review” 

Hamburg,  N.  Y. 
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From  ’Round  The  World 


A  feature  designed  to  help  you  keep  posted 
on  developments  in  the  field  of  alcoholism. 


WASHINGTON:  A  new  pamphlet,  published  by  the  U.  S.  Public  Health  Service  entitled 
"What  You  Should  Know  About  Alcoholism"  is  now  available  at  15  cents 
a  copy  from  the  Superintendent  of  Documents,  Government  Printing  Office, 
Washington  25,  D.  C.  The  number  of  the  publication  is  PHS  Publication  93. 

NEW  YORK:  The  American  Society  of  Group  Psychotherapy  and  Psychodrama  will 
hold  its  annual  conference  in  New  York  City,  April  24  and  25.  Miss  Roberta 
Lytle,  Psychiatric  Social  Work  Consultant  with  the  ARP,  will  discuss  a  joint 
paper  given  by  Dr.  Ruth  Fox,  noted  psychiatrist  and  author,  and  Hannah 
Weiner,  well-known  psychodramatist. 

WASHINGTON:  Members  of  Region  III  of  the  National  Institute  of  Mental  Health 
met  March  16  and  17,  in  Washington  for  an  exchange  of  ideas  for  the  better¬ 
ment  of  alcoholism  programs.  NIMH  officials  participated  in  the  meeting. 
Attending  from  the  ARP  were  Dr.  Norbert  Kelly,  Executive  Director,  George 
Adams,  Educational  Director,  and  Miss  Roberta  Lytle,  Psychiatric  Social  Work 
Consultant. 

COLUMBUS,  OHIO:  The  Legislative  Committee  of  the  Columbus  Health  Department 
is  now  working  on  a  bill  which  would  create  a  division  on  alcoholism  in  the 
Ohio  Health  Department.  The  movement  was  started  under  the  auspices  of 
the  Ohio  Citizens'  Council  and  representatives  of  alcoholism  agencies  through¬ 
out  the  state. 

ALABAMA:  1958  graduate  of  the  Yale  Summer  School  of  Alcohol  Studies  and  Edu¬ 
cational  Director  for  the  Alabama  Commission  on  Alcoholism,  John  Sanders 
is  now  editing  a  YSSAS  Newsletter  for  all  Alabama  graduates  of  Yale.  The 
purpose  of  the  Newsletter  is  to  keep  up-to-date  on  the  whereabouts  of  the 
Alabama  alumni  plus  a  media  for  learning  about  the  latest  significant  events 
in  the  field  of  alcohol  education,  treatment  and  research.  Address  of  the 
Alumni  Association  is  704  Washington  Avenue,  Montgomery. 

GREENSBORO:  For  the  second  straight  year,  the  Greensboro  Council  on  Alcoholism 
is  sponsoring  an  Alcohol  Education  Week.  Highlight  of  this  year's  conference, 
which  will  take  place  May  4-7,  in  Greensboro,  is  a  conference  on  the  prison 
alcoholic.  The  ARP  will  act  as  advisor  to  the  GCA  in  preparing  and  presenting 
an  effective  program  on  alcoholism  and  the  alcoholic  for  the  many  prison 
officials  who  are  expected  to  attend.  Featured  speaker  will  be  Roberts  J. 
Wright  of  Valhalla,  New  York,  Warden  of  Westchester  County  Penitentiary 
and  President  of  the  American  Correctional  Association. 
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ASHEVILLE:  The  Educational  Division  of  the  ABC  Board  in  Asheville  is  holding  a 
Ministers'  Conference  on  Alcoholism  for  ministers  of  all  denominations  in  the 
Western  North  Carolina  area  on  April  7.  The  ARP  will  take  part  in  the  program. 

NORTH  CAROLINA:  The  ARP  had  on  display  two  educational  exhibits  during  the  month 
of  March— one  at  the  Charlotte  Occupational  Health  Conference  held  on  March 
12,  and  the  other  at  the  meeting  of  the  N.  C.  Education  Association,  March 
1  8-20,  at  Asheville. 


UTAH:  The  National  Council  on  Alcoholism  held  its  annual  meeting  and  institutes 
in  Salt  Lake  City,  March  18,  19,  and  20.  The  theme  for  this  year's  conferences 
was  ''Counterattack  on  Alcoholism."  Participating  in  the  conferences  were 
such  well  known  experts  on  alcoholism  as  Mrs.  Marty  Mann,  Dr.  Ruth  Fox,  Dr. 
Joan  Jackson,  and  William  J.  Plunkert. 


MARYLAND:  The  Mid-Atlantic  Region  Social  Work  Workshop  was  held  at  Buckeys- 
town,  March  5  and  6.  The  Workshop,  which  attracted  social  workers  from 
Pennsylvania  down  through  North  Carolina,  was  held  at  the  Claggett  Diocesan 
Conference  Center.  Miss  Roberta  Lytle  of  the  ARP  staff  attended. 


NORTH  CAROLINA:  The  1959  Nurses'  Institute  on  Alcoholism  will  be  held  at  Wil¬ 
mington,  April  10.  This  is  the  fourth  annual  Institute  for  nurses  sponsored 
jointly  by  the  three  state  nurses'  associations  and  the  ARP.  Public  health, 
private,  and  institutional  nurses  from  throughout  North  Carolina  are  expected 
to  attend.  Details  of  the  Institute  can  be  found  on  page  9  of  this  magazine. 


NEW  YORK:  The  National  Council  on  Alcoholism  has  announced  the  untimely  death 
of  Denis  C.  McGenty,  Director  of  Professional  Education  of  the  National 
Council.  Mr.  McGenty  died  suddenly  of  a  heart  attack  on  February  28  in  New 
York  City.  Mr.  McGenty  was  well  known  as  a  friend  to  all  alcoholics  and  as  a 
leader  in  the  field  of  alcoholism  education.  His  loss  will  be  felt  greatly,  not 
only  by  the  NCA,  but  by  his  many  friends  and  co-workers  throughout  the 
country. 

FLORIDA:  From  the  Florida  Alcoholic  Rehabilitation  Program  comes  the  news  that 
the  National  Tuberculosis  Association  in  conjunction  with  the  National  Council 
on  Alcoholism  has  published  a  leaflet  on  alcoholism  entitled,  "A  Disease— 
Not  a  Disgrace",  plus  an  accompanying  poster.  Copies  of  the  pamphlet  and 
poster  may  be  had  by  writing  your  local  TB  chapter.  They  will  not  be  distribut¬ 
ed  on  a  national  level. 


NORTH  CAROLINA:  For  the  5th  consecutive  year,  the  ARP  will  sponsor  and  lead  two 
summer  sessions  on  facts  about  alcohol  for  teachers  and  prospective  teachers 
throughout  the  State.  This  year,  the  summer  school  session  will  be  taught 
at  East  Carolina  College  in  Greenville,  June  9-19,  and  North  Carolina  College 
in  Durham,  also  June  9-19.  The  course  of  study  will  be  designed  for  better 
understanding  of  the  sociological,  psychological  and  physiological  problems 
which  arise  from  the  use  and  mis-use  of  alcoholic  beverages.  For  details  of 
the  summer  sessions,  write  to  Director  of  Admissions  at  either  one  of  the  two 
colleges. 
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ARTICLES  AND  FEATURES  OF  INTEREST  ON  ALCOHOL  AND  ALCOHOLISM 


'INSIDE  LOOK” 


AT  THE 


ALCOHOLIC 

by 

Denis  C.  McGenty 


alcoholics 
them  from  the  out- 
jl  take  this  approach 
an  irrational  kind  of 
behavior.  What  they  do  just  doesn’t 
make  sense  to  you.  To  understand 
alcoholics,  you  must  try  to  get  in¬ 
side  their  set  of  values,  learn  what 
motivates  them  to  behave  as  they 
do,  find  out  what  makes  them  tick. 
You  must  study  them  from  the  in¬ 
side  out.  Their  behavior  may  still  be 
irrational  according  to  your  set  of 
values,  but  at  least  from  theirs,  you 
will  see  that  their  actions  make 
sense. 

I  call  alcoholics  “outs”.  This  name 
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seems  to  be  singularly  suited,  al¬ 
most  poetically  appropriate,  for 
these  unfortunates.  On  their  way 
down  in  the  course  of  their  progres¬ 
sive  disease,  they  are  increasingly 
passed  out,  conked  out,  out  on  their 
feet,  out  like  a  light,  or  just  plain 
knocked  out  cold — literally  out  of 
this  world!  Their  drinking  habits 
and  patterns  are  “outside”  the  ac¬ 
cepted  social  norms.  They  are  out 
of  a  job.  Parents  tell  them  to  get  out 
and  stay  out.  Spouses  order  them 
out  of  the  house.  Bartenders  throw 
them  out.  And  at  least  until  recently, 
judges  were  disposed  to  give  them 
forty-eight  hours  to  get  out  of  town. 
They  end  up,  down  and  out.  The 
“outs”  indeed. 

How  Do  They  Get  That  Way? 

Certainly  being  an  alcoholic  is  not 
a  desirable  condition  to  be  in — 
viewed  from  the  outside.  Why,  then, 
are  there  alcoholics?  Are  they  born 
with  a  tendency  to  drink?  Are  there 
certain  types  more  prone  to  liquor? 
How  do  they  get  that  way?  Do 
other  members  of  the  family,  per¬ 
haps  unknowingly,  actually  help 
them  on  the  treadmill?  These  are 
questions  on  which  a  considerable 
amount  of  light  has  been  shed  since 
experts  have  taken  to  viewing  alco¬ 
holics  from  the  inside  out.  We  know 
that  alcoholism  is  a  disease  and  the 
alcoholic  is  a  seriously  sick  person. 
It  also  is  known  that  people  are  not 
born  alcoholics,  or  with  a  predispo¬ 
sition  toward  alcoholism.  Extensive 
research  has  not  been  able  to  prove 
that  persons  of  one  type  are  more 
likely  to  become  alcoholics,  than 
persons  of  another  type.  Not  all 
alcoholics  are  on  skid  row — in  fact 
less  than  15%  are.  And  of  these,  only 
25%  are  alcoholics  .  .  .  the  rest  are 
social  misfits,  professional  beggars, 
psychopaths,  and  the  like.  So  actual¬ 
ly  88%  to  92%  of  actual  alcoholics 
are  not  flop-house  characters.  They 


live  next  door  to  you,  work  at  the 
next  desk,  or  factory  bench,  or  pos¬ 
sibly  they  are  even  closer  to  home 
than  that.  They  may  be  a  member 
of  your  family. 

Four  out  of  five  alcoholics  are  em¬ 
ployed  or  employable.  At  least  one 
out  of  five  is  a  woman.  They  are  in 
all  walks  of  life,  all  economic,  edu¬ 
cational,  and  social  strata,  regardless 
of  race,  creed  or  color.  In  the  U.  S., 
which  ranks  first  in  the  world,  there 
are  nearly  5,000,000  persons  with  the 
disease  of  alcoholism.  Their  illness 
ranks  third  as  a  national  health 
problem,  following  only  heart  dis¬ 
ease  and  cancer.  But  the  outlook  for 
an  alcoholic  can  be  far  more  hope¬ 
ful  than  for  the  person  having  can¬ 
cer.  The  alcoholic  can  be  helped.  His 
illness  can  be  arrested.  He  can  be 
restored  to  a  happy  and  constructive 
role  in  family  and  community.  For 
an  understanding  of  what  an  alco¬ 
holic  is,  it  is  necessary  to  distinguish 
between  him  and  simply  a  heavy 
drinker.  A  heavy  drinker  is  one 
who  can  stop  or  cut  down  when  he 
has  a  convincing  reason.  The  alco¬ 
holic  cannot  stop  even  in  the  face 
of  literally  fatal  reasons. 

Many  Types 

We  used  to  think  that  all  alco¬ 
holics  were  alike — weak  characters 
who  couldn’t,  or  wouldn’t  take  it. 
Today  we  know  there  are  many 
kinds  of  alcoholics  and  that  almost 
any  therapy,  provided  it  includes 
love,  will  help  some  of  them.  It  al¬ 
ways  was  thought  that  the  alcoholic 
deliberately,  with  unfettered  free 
will,  chose  to  be  what  he  is.  But 
recently  careful  research  has  re¬ 
vealed  two  important  points: 

1.  That  early  in  life,  especially 
during  pre-adolescence,  oftentimes 
parent-child  relationships  created 
the  seed-bed  for  alcoholism: 

2.  That  recurrent  family  relation¬ 
ships  tend  to  trigger  and  retrigger 
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the  need  to  drink  compulsively  and 
you  will  find  four  characteristics 
common  to  alcoholics: 

a.  Egocentricity  (a  person  ex¬ 
tremely  self-centered) 

b.  Inability  to  face  external 
pressures  (in  sociology,  call¬ 
ed  low  tolerance  for  tension) 

c.  Over-dependence  and 

d.  paradoxically,  a  sense  of 
omnipotence 

It  is  my  opinion  that  to  the  alco¬ 
holic  (as  he  views  it  from  the  in¬ 
side),  all  four  of  these  traits  are 
compensation  mechanisms  for  a 
deep,  underlying  sense  of  inade¬ 
quacy. 

Let  us  trace  what  happens  in  an 
alcoholic  and  view  life  as  he  does 
from  the  inside. 

A  Look  Inside 

First  of  all,  in  most  cases,  he  has 
had  some  abnormal  parent-child  re¬ 
lationship.  This  marks  him  with  a 
deep,  persistent  sense  of  being  re¬ 
jected,  so  that  ever  after  he  is  pain¬ 
fully  insecure.  This  insecurity  af¬ 
fects  his  behavior.  He  becomes  ego¬ 
centric,  with  everything  revolving 
about  himself.  To  protect  his  frail 
ego  against  what  he  considers  out¬ 
side  threats,  he  develops  a  belliger¬ 
ent  exterior  as  a  defense  mechanism. 
To  illustrate  this  attitude  in  another 
situation,  suppose  a  person  with  a 
sore  toe  is  in  a  crowd.  His  whole 
attention  is  focused  on  protecting 
the  sore  toe  from  being  stepped  on. 
To  do  this  he  may  elbow  and  push 
others  rudely,  things  he  probably 
would  not  do  if  it  were  not  for  the 
sore  toe.  The  insecurity  developed 
early  in  life  makes  him  dependent 
on  others  repeatedly  as  he  confronts 
the  realities  of  life.  This  increases 
his  initial  sense  of  worthlessness.  He 
feels  rejected.  He  feels  he  should  be 
rejected.  A  “selective”  sensitivity 
seeks  out  rejection  where  it  occurs, 
anticipates  and  interprets  rejection 


where  none  is  offered.  It  makes  him 
distrust,  even  blinds  him  to,  evi¬ 
dence  of  acceptance. 

Like  an  infant,  he  tries  desperate¬ 
ly  time  and  again  to  walk  alone  and 
erect.  But  his  lack  of  self-confidence, 
his  low  level  of  self-regard,  and  his 
painful  sense  of  inadequacy  trip  him 
up  repeatedly  into  the  dependence 
he  has  loudly  renounced.  His  one 
hope  of  escape  is  a  never-never  land 
of  omnipotence,  where  insecurity 
will  be  no  more,  and  where  no  one 
will  reject.  There  will  be,  at  long 
last,  acceptance.  There  will  be  love. 
The  alcoholic  does  not  know  this  is 
happening  to  him.  He  knows  only 
the  pain — constant  psychic  pain — 
and  desperate  loneliness.  One  day, 
by  chance,  he  discovers  alcohol, 
which  in  our  modern  culture  and 
society  is  generally  accepted.  It  is  a 
magic  elixir,  not  of  intoxication,  but 
to  him  one  of  elation.  Instantly  ten¬ 
sion  is  relaxed.  Gone  suddenly  is 
nagging  insecurity.  Elation  brings 
an  immediate  sense  of  grandiosity, 
of  omnipotence.  No  more  depend¬ 
ence.  The  mouse  becomes  a  giant,  a 
demi-god  striding  the  universe.  It 
is  my  firm  conviction  that,  to  the 
alcoholic,  alcoholism  is  the  solution 
to  his  problem  before  it  is  the  cause. 
From  the  inside  out,  his  drinking 
makes  sense.  It  is  a  defense  me¬ 
chanism. 

A  Rejecting  God 

Where  he  knows  God  at  all,  the 
alcoholic  selects  only  certain  attri¬ 
butes  of  God  on  which  he  dwells  to 
the  exclusion  of  their  opposites. 
Based  on  his  parent-conditioned  in¬ 
security,  low  self-regard  and  intense 
guilt  feelings,  he  sees  God  as  all- 
powerful,  all-knowing,  all-just.  Since 
His  justice  is  supreme,  therefore 
He  will  punish  evil,  reject  the  un¬ 
worthy,  and  therefore  reject  him. 
This  unconscious,  neurotic  selec¬ 
tivity  completely  excludes  an  aware- 
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ness  of  the  opposite  attributes,  of 
God  as  all-loving,  all  merciful,  all- 
forgiving,  imminently  helpful.  It  is 
because  a  balanced  understanding 
of  God  is  restored  through  its  pro¬ 
gram  of  personal  conversion  or 
“spiritual  awakening”  that  Alco¬ 
holics  Anonymous  is  so  effective  in 
the  recovery  of  alcoholics!  One 
authority,  Dr.  H.  M.  Tiebout,  be¬ 
lieves  the  force  of  religion  in  an 
atmosphere  of  hope  and  encourage¬ 
ment,  in  the  AA  program,  produces 
a  profound  change  in  the  typically 
egocentric,  alcoholic  personality, 
dominated  by  defiant  individuality 
and  drives  for  omnipotence  The 
negative  characteristics  of  aggres¬ 
sion,  hostility  and  isolation  are  re¬ 
placed  by  peace  and  calm,  and  a 
lessening  of  inner  tension. 

The  types  of  women  who  marry 
actual  or  potential  alcoholics  to 
answer  a  need  of  their  own  can  be 
identified  by  their  names.  (1)  Con¬ 
trolling  Catherine  (2)  Suffering 
Susan  (3)  Punitive  Polly  and  (4) 
Wavering  Winifred.  Husbands  of 
alcoholics  also  fall  into  four  classifi¬ 
cations.  (1)  Coddling  Charlie,  the 
long  suffering  martyr  who  mothers 
and  spoils  his  child-wife  (2)  Be¬ 
wildered  Bennie,  who  leaves  furious¬ 
ly  but  comes  running  back  (3)  Un¬ 
forgiving  Freddie,  unrelenting  and 
self-righteous;  and  (4)  Sadistic  Sam, 
the  punishing,  sadistic  variety.  All 
of  these  may  control,  suffer,  punish, 
waver  and  coddle  loudly  while  the 
neighbors  sympathize.  But  they 
want  things  as  they  are  to  satisfy  an 
unconscious  need  of  their  own.  In 
fact,  when  the  alcoholic  husband  be¬ 
comes  abstinent,  his  wife,  no  longer 
able  to  satisfy  her  need  and  unable 
to  adjust,  reacts  with  severe  depres¬ 
sion,  at  times  requiring  that  she  be 
institutionalized.  So  while  the  wife 
may  not  be  responsible  for  her  hus¬ 
band’s  illness,  she  may  be  one  of  the 
reasons  for  this  continued  drinking. 


The  attitude  of  the  family  is  ex¬ 
tremely  important  in  the  rehabilita¬ 
tion  of  the  alcoholic.  The  family 
should  provide  a  therapeutic  setting 
for  recovery.  I  find  that  when  we  re¬ 
quest  the  family  member  to  come  to 
our  Alcoholism  Information  Center 
for  a  visit,  usually  the  prompt  and 
indignant  response  is,  “What  do  you 
want  to  see  me  for?  There’s  nothing 
wrong  with  me.  He’s  the  one!”  But 
so  often  it  isn’t  only  “him”.  If  I  were 
asked  to  name  the  single  family  at¬ 
titude  most  obstructive  to  recovery, 
I  would  say  it  is  the  tendency  to  ver¬ 
balize  an  acceptance  and  understand¬ 
ing  of  alcoholism  as  a  disease  while 
emotionally  rejecting  the  alcoholic 
as  “weak-willed”  and  deliberate  in 
his  drinking.  When  family  members 
do  come  in,  they  recite  a  long-ac¬ 
cumulated  litany  of  grievances.  Then 
they  listen  patiently  as  the  counselor 
explains  the  nature  of  the  disease,  its 
compulsive  character,  the  list  of 
symptoms,  the  need  in  the  family 
for  courage,  patience,  sympathy,  un¬ 
derstanding,  but  above  all,  love. 

“Yes,  of  course,  I  know  it’s  a  dis¬ 
ease,”  they  reply.  “I  know  he’s  sick. 
But  don’t  you  think,  if  he  really 
loved  me,  he’d  quit?” 

This  proves  the  person  doesn’t 
really  understand.  He  wouldn’t  say 
to  a  cardiac,  “Yes,  John,  I  know  you 
have  heart  trouble.  I  know  you  must 
have  bedrest  for  six  weeks.  But,  we 
can’t  afford  for  you  to  have  heart 
trouble.  Why  don’t  you  just  stop  it? 
If  you  really  loved  me,  you  would!” 
To  help  an  alcoholic,  you  must 
understand  him.  To  understand  him, 
you  must  know  him  from  the  inside 
out.  Only  with  an  inside  view  will 
you  really  get  to  understand  the  al¬ 
coholic’s  make-up  and  thus,  with 
love  and  patience,  be  able  to  help 
him.  ( Until  his  recent  death,  Mr. 
McGenty  was  Director  of  Professional 
Education  of  the  National  Council  on 
Alcoholism.) 
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TEACHERS  AND  PROSPECTIVE  TEACHERS 

Attend 

Summer  Studies  On  facts  About  Alcohol 

JUNE  9  through  JUNE  19,  1959 

at 

EAST  CAROLINA  COLLEGE 
Greenville,  N.  C. 

and 

NORTH  CAROLINA  COLLEGE 
Durham,  N.  C. 

A  summer  course  of  study  offering  3  quarter  hours  college  credit 

PARTICIPANTS 

NORBERT  L.  KELLY,  Ph.D.,  Executive  Director,  NCARP 

FRED  W.  ELLIS,  M.D.  Associate  Professor  of  Pharmacology, 

University  of  North  Carolina 

N.  M.  JORGENSON,  Ph.D.,  Director,  Dept,  of  Health  and  Physi¬ 
cal  Education,  East  Carolina  College 

GEORGE  H.  ADAMS,  JR.,  Educational  Director,  NCARP 

Applications  for  admission  should  be  directed  to  Director  of  Summer 
Session  at  either  college. 

Also  .  .  .  for  nurses 

1959  Hurses'  Institute  On  Alcoholism 

April  10,  Fellowship  Hall,  Grace  Methodist  Church, 
Wilmington,  N.  C. 

SPONSORED  BY 

N.  C.  Alcoholic  Rehabilitation  Program,  N.  C.  League  for  Nursing, 
N.  C.  State  Nurses’  Association,  N.  C.  State  Board  of  Health,  New 
Hanover  County  Association  for  Mental  Health. 

SPEAKERS 

THOMAS  T.  JONES,  M.D.,  Practitioner  of  Internal  Medicine, 
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A  nurse  experienced  in 
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Sick 
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ALTHOUGH  there  may  be  some 
question  as  to  whether  alcohol¬ 
ism  should  be  classed  as  an  ailment, 
a  sickness,  a  disease  or  (as  Dr.  L.  A. 
Osborn  defined  it  in  the  Journal  of 
A.M.A.)  a  “dis-ease”,  it  is  pretty 
generally  agreed  that  the  active, 
compulsive  alcoholic  is  a  very  sick 
person  and  deserves  the  medical  care 
he  is  beginning  to  receive  in  the 
alcoholic  wards  or  clinics  of  more 
and  more  hospitals. 

It  is  necessary  to  subscribe  to  the 
belief  that  alcoholism — or  compul¬ 
sive  drinking  is  an  illness  in  order 
to  justify  my  work  in  the  alcoholic 
ward  of  the  Knickerbocker  Hospital 
in  New  York.  However,  the  authori¬ 
ty  of  the  hospital  staff  and  the  medi¬ 
cal  profession  was  not  necessary  to 
convince  me  that  alcoholics  are  sick 
people.  My  own  experience  with 
them,  over  a  period  of  five  years, 
would  have  given  me  that  convic¬ 
tion,  even  if  I  were  the  only  person 
in  the  hospital  who  held  it. 

Nursing  the  alcoholic  requires  no 
specialized  knowledge  and  no  de¬ 
parture  from  normal  nursing  rou¬ 
tine,  with  the  possible  exception  of 
the  first  step  which  is  described  as 
“sobering  up  the  man.”  Then  the 
only  requirement  is  a  little  patience 
and  an  elementary  understanding  of 
the  easily  understood  reactions  of 
the  alcoholic  who  may  be  definitely 
“active”  when  he  arrives  for  treat¬ 
ment. 

When  an  alcoholic  patient  is  ad¬ 
mitted  to  Knickerbocker  he  is 
examined  by  an  interne  and  the 
following  day  by  one  of  the  rotating 
medical  staff.  From  the  nurse’s  view¬ 
point  the  first  three  or  four  hours  of 
the  first  day  are  the  busiest  because 
all  patients  admitted  at  Knicker¬ 
bocker  are  ambulatory,  and  a  good 
percentage  are  still  “under  the  in¬ 
fluence”  on  arrival.  It  usually  re¬ 
quires  the  first  three  or  four  hours 
to  get  them  adjusted  and  for  the 


treatment  to  begin  to  take  effect 
and  a  patient  may  require  maximum 
attention  during  this  period.  In 
actual  practice  this  is  neither  as  big 
nor  as  busy  a  responsibility  as  it 
may  sound.  Experience  soon  teaches 
that  if  the  alcoholic  is  allowed  to 
walk  and/or  talk  during  the  “wait¬ 
ing”  period,  he  causes  little  or  no 
trouble  and  requires  little  more  than 
normal  attention.  This  is  invariably 
the  case  if  the  nurse  makes  it  clear 
at  the  start  that  she  regards  him  as 
a  sick  person  and  expects  him  to  act 
like  one.  Since  most  alcoholics  have 
been  told  that  they  are,  and  have 
come  to  regard  themselves  as, 
“drunks”  or  “drunken  bums”,  this 
sympathetic  attitude  comes  as  such  a 
wonderfully  pleasant  surprise  that  it 
invariably  brings  out  the  very  best 
in  the  patient.  In  this  connection, 
it  is  interesting  to  note  that  during 
my  five  years  in  the  alcoholic  ward 
at  Knickerbocker,  there  has  never 
been  the  slightest  danger  of  physi¬ 
cal  violence  from  any  patient,  for 
the  very  good  reason  that  there  has 
never  been  any  attempt  to  use  physi¬ 
cal  restraint  in  handling  a  patient. 
Following  this  first  period  comes 
sleep  induced  by  treatment,  exhaust¬ 
ion,  the  alcoholic’s  screaming  nerves 
and  (believe  it  or  not)  his  over- 
active  conscience.  It  is  important  to 
ask  the  patient  when  he  has  had  his 
last  drink  and  if  he  has  had  any 
sleep.  Sleep  is  extremely  important 
at  this  stage  of  the  treatment  since 
it  helps  break  the  tension  under 
which  the  alcoholic  has  been  suffer¬ 
ing. 

The  Acute  Stage  of  Hangover 

Following  an  average  period  of 
two  to  three  hours’  sleep,  the  obvious 
effects  of  the  alcohol  consumed  wear 
off  and  usually  are  replaced  by 
tremors,  which  the  alcoholic  identi¬ 
fies  as  “the  shakes”  plus  diaphoresis 
and  vomiting,  which  he  calls  the 
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“dry  heaves”.  Proper  treatment 
usually  pulls  the  alcoholic  through 
this  acute  stage  of  his  hangover. 

The  second  day’s  treatment  for  the 
alcoholic  is  comparatively  simple 
from  the  standpoint  of  nursing  rou¬ 
tine,  but  the  nurse  who  wants  to 
see  her  patient  make  the  quickest 
and  most  complete  recovery  possible 
can  help  and  hurry  things  along 
enormously  at  this  crucial  point  by 
a  cheerful  attitude,  entirely  free 
from  the  morning-after  recrimina¬ 
tion  he  is  expecting.  Almost  invari¬ 
ably,  the  second  day  alcoholic  is 
depressed,  remorseful,  meek  and 
apologetic,  and  will  gratefully  seize 
on  the  assurance  that  the  past  is 
over  and  today’s  recovery  is  the  only 
important  business  at  hand. 

Introduced  to  “Duffy’s  Tavern” 

Everything  is  a  struggle  for  the 
alcoholic  his  second  day,  especially 
eating,  sleeping  and  meeting  people. 
But  he  should  be  encouraged  to  do 
all  three,  especially  the  latter.  Al¬ 
though  still  not  allowed  to  stay  in 
a  single  or  double  room,  the  alco¬ 
holic  is  introduced  to  the  communit3r 
room  known  as  “Duffy’s  Tavern”  as 
soon  as  he  is  able  to  take  stock  of 
his  surroundings  and  wonder  what 
happens  next.  Nothing  is  so  reassur¬ 
ing  to  the  shaking  and  anxiety- 
ridden  alcoholic  as  to  be  greeted 
with  the  sympathetic  and  knowing 
smiles  of  the  three,  four  and  five-day 
“old-timers”  in  “Duffy’s  Tavern”, 
who  have  passed  through  the  crisis 
and  are  now  well  on  their  way  to 
recovery.  This  sympathetic  group 
therapy  is  so  powerful  that  I  have 
seen  a  new  patient  who  couldn’t  hold 
his  head  in  his  hands  a  few  moments 
before,  ask  for  a  razor  so  he  can 
shave  and  begin  to  look  a  little  more 
presentable. 

Action  as  well  as  talk  is  desirable 
during  this  three-day  period,  and  all 
patients  are  given  little  jobs  to  do 


to  help  ease  the  physical  tension 
they  may  develop.  The  biggest  job, 
of  course,  is  helping  the  nurse  to 
take  care  of  the  incoming  alcoholics 
by  talking  to  them  during  their  first 
period  of  talkativeness  and  sitting 
with  them  during  the  following 
periods  of  alcoholic  wakefulness.  It 
is  doubtful  any  nurse  in  any  other 
type  ward  has  so  many  willing  and 
understanding  helpers. 

From  the  above  you  will  see  that 
this  five-day  description  of  the  aver¬ 
age  alcoholic’s  progress  is  more  a 
picture  of  the  alcoholic  than  a  re¬ 
view  of  the  nursing  routine  in  an 
alcoholic  ward.  The  actual  nursing 
duties  for  this  type  of  patient  are 
almost  identical  to  the  routine  for 
any  ambulatory  patient  who  suffers 
through  a  mild  crisis  during  his 
first  day  or  two  of  hospitalization 
and  then  begins  a  three-day  period  of 
gradual  recovery. 

A  True  Picture 

A  true  picture  of  the  average  alco¬ 
holic  is  more  important  to  the  nurse 
who  may  be  called  upon  to  handle 
one,  or  who  may  be  considering 
entering  this  field,  than  a  detailed 
report  on  the  nursing  practices  with 
which  she  is  already  familiar.  It  is 
helpful  to  know,  for  example,  that 
by  the  time  an  alcoholic  decides  to 
go  to  a  hospital  for  help,  he  is  a 
pretty  confused  and  beaten-down  in¬ 
dividual  who  badly  needs  under¬ 
standing  and  encouragement.  If  he 
receives  this  from  a  nurse  he  will 
respond  with  greater  cooperation 
and  more  gratitude  than  she  is  likely 
to  receive  from  the  average  “nor¬ 
mal”  patient  and  she  will  rarely 
encounter  a  “difficult”  alcoholic  pa¬ 
tient.  It  is  my  pet  theory  that  alco¬ 
holics  are  the  same  as  everybody 
else,  only  more  so.  The  big  differ¬ 
ence  is  that  they  seek  release  from 
a  compulsion  that  rapidly  robs  them 
of  their  human  dignity  and  that  has 
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only  recently  been  recognized  as  a 
disease.  The  best  attitude  for  a  nurse 
to  develop  towards  the  alcoholic  is 
contained  in  a  statement  made  by 
Dr.  Haggard  to  a  group  of  phy¬ 
sicians.  “The  alcoholic  may  be 
thought  of  as  a  child  and  may  best 
be  handled  as  a  child.  An  appear¬ 
ance  of  grave  respect,  deep  under¬ 
standing  and  broad  tolerance,  with 
no  recriminations,  elicits  confidence 
from  the  child — and  from  the  alco¬ 
holic.”  4 

This  is  not  to  imply  that  the  aver¬ 
age  alcoholic  is  “childish”  in  his 
mental  capacities,  but  rather  that 
he  is  completely  confused  and  im¬ 
mature  in  his  approach  to  his  prob¬ 
lem. 

The  average  alcoholic  at  Knicker¬ 
bocker  is  also  far  from  being  the 
“Skid  Row”  drunkard  that  anyone 
who  is  not  familiar  with  the  prob¬ 
lem  may  visualize.  There  are  butch¬ 
ers,  bankers,  authors,  salesmen  and 
executives,  all  of  whom  believe  that 
their  work  is  particularly  conducive 
to  excessive  drinking  until  they  have 
had  a  chance  to  compare  notes  in 
“Duffy’s  Tavern”,  and  most  of  whom 
can  “make  good”  in  their  various 
fields  of  endeavor  if  they  can  learn 
how  to  stop  drinking. 

A  Keen  Satisfaction 

The  intangible  dividends  to  be 
gained  from  nursing  the  average 
alcoholic  are  basically  the  same  as 
those  received  when  nursing  any 
sick  person  to  recovery.  However, 
the  satisfaction  is  apt  to  be  a  little 
keener  since  the  alcoholic’s  recovery 
so  quickly  affects  his  immediate 
family,  his  friends,  his  employer,  and 
practically  all  who  know  him.  The 
alcoholic’s  gratitude  toward  the  per¬ 
son  who  has  been  a  part  of  his  re¬ 
covery  is  very  sincere,  and  if  the 
recovery  continues  in  the  “outside” 
world,  he  will  frequently  return  to 
report  on  his  progress  and  to  repeat 
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his  thankfulness. 

More  and  more  opportunities  are 
being  created  for  nurses  who  wish  to 
enter  this  field  by  the  recognition 
that  is  being  given  to  the  fact  that 
alcoholism  is  a  disease.  Facilities  are 
being  established  on  an  ever-increas¬ 
ing  scale  through  the  activities  of  the 
National  Council  on  Alcoholism  and 
State  programs  on  alcoholism. 

Alcoholic  wards  like  the  one  at 
Knickerbocker  are  being  founded  in 
many  hospitals  throughout  the  coun¬ 
try.  Alcoholic  clinics,  unheard  of 
ten  years  ago,  are  being  opened  all 
over  the  country.  Alcoholism  is  an 
ever  present  and  serious  problem 
for  the  industrial  nurse,  with  re¬ 
current  “sinus”  complaints,  etc.  Pub¬ 
lic  Health  Nurses  are  constantly  con¬ 
fronted  with  the  problem.  An  under¬ 
standing  of  the  problem  of  alcoholism 
and  the  therapies  that  are  available 
can  be  of  great  assistance  in  meeting 
such  situations.  Private  duty  nurses 
more  often  find  themselves  with  full¬ 
blown  cases  on  their  hands  with  no 
clear  idea  of  what  to  do  other  than 
drop  the  case.  A  recognition  of  the 
fact  that  it  is  an  illness  that  can  be 
successfully  arrested  makes  the  situ¬ 
ation  easier  to  handle  helpfully  and 
with  a  minimum  of  confusion  and 
embarrassment. 

The  U.  S.  Public  Health  Service  has 
rated  alcoholism  as  our  fourth  major 
public  health  problem  and  this  is 
an  over-all  indication  of  the  size  of 
the  job  to  be  done  and  the  oppor¬ 
tunities  for  nursing  that  are  avail¬ 
able.  Nurses  who  are  already  en¬ 
gaged  in  this  type  of  work  seem  to 
regard  it  as  a  rewarding  and  pio¬ 
neering  vocation,  in  the  best  sense 
of  that  word.  That  is  a  reward  that 
is  well  worth  the  little  extra  effort  it 
requires  to  develop  an  attitude  of 
understanding  and  sympathy  for  men 
and  women  who  have  a  disease  that 
can  never  be  cured,  but  can  be  per¬ 
manently  and  happily  arrested. 

13 


Since  alcoholism  is  regarded  as  an  emotional  illness .  the 


IF  your  child  feels  a  persistent 
pain  in  his  right  side,  probably  you 
would  recognize  a  symptom  of  ap¬ 
pendicitis  and  call  a  doctor.  If  the 
doctor  said  an  operation  was  neces¬ 
sary,  you  could  be  sure  of  getting  a 
skilled  surgeon.  At  the  same  time 
you  would  know,  without  thinking 
of  it,  that  your  child  needed  love 
and  understanding.  If  he  became  dif¬ 
ficult  and  demanding,  you  would 
realize  it  was  because  he  was  help¬ 
less  and  in  pain.  You  would,  of 
course,  assume  that  his  illness  was 
not  your  fault  and  had  nothing  to 
do  with  the  way  you  felt  about  each 
other. 

But  if  someone  in  your  family  be¬ 
came  emotionally  ill — a  condition 
often  referred  to  as  mental  illness 


or  nervous  breakdown — what  would 
you  do?  Would  you  recognize  the 
sjunptoms  and  know  how  to  get 
help?  Would  you  know  what  to 
expect  or  how  to  react?  Perhaps  you 
wouldn’t. 

Yet  emotional  illness  is  the  most 
common  illness  in  America.  It  is  a 
problem  that  faces — literally — every 
fifth  family.  It  is  more  widespread 
than  polio,  heart  disease  or  cancer. 
The  people  who  suffer  from  it  make 
up  a  real  cross  section  of  America — 
farmers  and  city  people,  the  rich 
and  the  poor,  manual  and  white- 
collar  workers,  the  highly  educated 
and  those  who  never  attended 
school. 

Despite  the  fact  that  emotional 
illness  is  so  prevalent,  it  sometimes 


14 


INVENTORY 


HOW  TO  HELP  THE  FAMILY 


OF  THE 


by 

Karl  R.  Buetner,  M.D. 
And 

Nathan  G.  Hale,  Sr. 


From  “ Emotional  Illness :  How  Families  Can  Help” 
by  Buetner  &  Hale,  G.  P.  Putnam’s  Sons,  New  York 

Copyright  1957.  Reprinted  by  permission. 

alcoholic's  family  trill  surely  irant  to  read  this  article 


causes  more  needless  shame  and 
worry  than  physical  sickness.  Many 
people  believe  it  is  harder  to  accept 
and  understand.  Yet,  it  can  be  faced 
with  the  same  kind  of  common  sense 
you  would  have  at  your  command 
if  your  child  did  develop  appendi¬ 
citis — or,  in  a  harder  instance,  severe 
polio. 

If  a  member  of  your  family  does 
become  emotionally  ill,  you,  by 
knowing  more  about  this  kind  of 
sickness,  can  play  a  vital  role  in  his 
recovery. 

To  help  him  best  and  to  help  your 
own  peace  of  mind  you  will  want  to 
know  the  answers  to  many  questions 
that  often  have  occurred  to  families 
faced  with  the  problem. 

Probably  you  will  want  to  know 


how  emotional  illness  differs  from 
ordinary  physical  illness,  what  your 
relative’s  chances  for  recovery  are, 
how  he  may  act  toward  you  and 
how  you  may  most  helpfully  act 
toward  him.  Remembering  what  you 
have  heard  or  read,  you  may,  for 
instance,  wonder  about  whether  you 
are  partly  responsible  for  his  sick¬ 
ness. 

Questions  like  these  may  run 
through  your  mind:  How  can  I 
choose  a  good  psychiatrist  or  a  good 
hospital?  What  is  his  sickness  about? 
Why  does  he  seem  to  hate  me?  Am 
I  to  blame?  Why  won’t  he  do  as  I 
say?  How  do  I  know  when  he  is 
recovering?  What  can  I  do  to  help 
him  get  well? 

(Continued  on  page  18) 
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I  am  an  alcoholic.  I’ve  been  thinking  of  all 
it  would  cost  me  if  I  took  a  drink  today  .  .  . 
Strangely  enough,  I  find  that  the  longer  I  go 
without  a  drink,  the  greater  the  cost  of  tak¬ 
ing  one  will  be.  If  I  take  a  drink  today,  I’ll 
get  into  the  YMCA  some  time  after  the  bars 
close  tonight,  fairly  drunk,  for  I  won’t  take 
just  one  drink,  and  about  seven  tomorrow 
morning  I’ll  go  to  work,  feeling  guilty  and 
nervous  and  with  a  foggy  brain.  If  no  one 
questions  my  actions,  I’ll  probably  struggle 
thru  the  day,  but  certainly  no  later  than 
5  PM  and  then  I’ll  head  for  a  bar— “if  I  take 
a  drink  today”. 


From  here  on,  it  is  hard  to  predict  just 
what  will  happen.  I  may  be  working  in  a 
restaurant  or  my  present  employer  may  take 
me  back,  reluctantly,  and  give  me  another 
chance  at  a  reduced  salary  with  all  prestige, 
seniority  and  confidence  wiped  out  (that’s 
what  happened  last  time).  Then  I’ll  begin 
sneaking  into  the  YMCA  to  get  things  to 
pawn — first  my  radio,  which  I  enjoy  so  much 
and  which  I  had  a  hell  of  a  time  getting  out 
last  time;  then,  first  one  suit  and  then 
another  until  there  is  nothing  left  but  what 
I  have  on  my  back,  if  I  have  even  that — “if  I 
take  a  drink  today.” 


The  next  night  I’ll  be  so  drunk  I’ll  be 
afraid  to  go  into  the  YMCA  (I  almost  got 
kicked  out  of  there  before).  So,  when  the 
bars  close  I’ll  end  up  ...  in  a  high-priced 
room  where  I’ll  stay  until  my  funds  run  low. 
On  the  third  or  fourth  day  I’ll  still  be  at  the 
hotel,  paying  exorbitant  prices  for  things  I 
don’t  need  and  the  bellboy  on  the  way  up 
to  my  room  with  a  drink  will  meet  another 
on  the  way  down  with  empty  glasses,  for  as 
long  as  the  money  holds  out,  the  drinks  will 
keep  coming.  Who  knows?  I  might  stay  in 
there  a  couple  of  weeks — until  they  kick  me 
out — “if  I  take  a  drink  today”. 

text  from 

But  at  the  very  best  I  can  only  be  back  to 
work  under  reduced  earnings  and  restric¬ 
tions.  I  doubt  that  I’ll  have  my  room  at  the 
“Y” — I’ll  have  all  those  debts  to  pay  back, 
including  a  doctor’s  bill.  What  clothes  I 
have  left  will  be  too  large,  for  the  15  pounds 
I  have  gained  in  the  past  few  months  will 
have  been  consumed  in  alcohol;  all  those 
who  I  can  now  call  friends  will  be  skeptical 
at  best  and  with  very  good  reason  to  be.  I’ll 
get  back  with  the  old  drinking  gang  just  to 
have  some  company  and  then  things  will 
start  going  from  bad  to  worse  until  I  decide 
I  have  to  quit — “if  I  take  a  drink  today.” 


BlU 


By  this  time  I’ll  be  very  nervous  and  con¬ 
cerned  about  avoiding  people  I  know.  I’ll 
probably  go  to  my  room  at  the  “Y”  some 
morning  and  clean  up,  but  things  will  run 
along  like  this  several  days  until  the  quite 
a  few  dollars  I  now  have  in  my  pocket  will 
have  dwindled  to  only  a  few.  Those  of  you 
whom  I  may  have  met  and  who  might  have 
tried  to  pull  me  out  of  it  will  have  given  me 
up  and  I  will  be  left  entirely  alone.  My  wife, 
by  the  absence  of  mail  from  me,  will  know 
what  has  happened  and  all  the  confidence 
she  has  built  up  in  me  these  past  several 
months  will  be  gone  “if  I  take  a  drink  today.” 

hit-Chat” 

However,  regardless  of  what  kind  of  re¬ 
covery  I  might  make,  with  the  things  I 
absolutely  know  it  will  cost  me — THE  PRICE 
IS  JUST  TOO  GREAT.  I  know  it  will  cost 
me  every  dollar  I  have  now  and  what  I  can 
borrow,  in  addition  to  the  loss  of  income, 
totaling  in  all,  seven  or  eight  hundred  dol¬ 
lars.  I  know  I’ll  suffer  the  pangs  of  hell, 
wherever  I  am,  both  mentally  and  physical¬ 
ly.  I  know  I’ll  lose  the  encouragement  and 
respect  of  my  wife,  and  my  employers  and 
associates  will  speak  and  think  of  me  in 
terms  of  doubt,  at  least  temporarily — “if  I 
take  a  drink  today.” 


Realization  of  these  things  will  only  cause 
me  to  drink  more  and  faster,  and  within  a 
couple  of  weeks  after  that  first  drink,  I’ll 
have  moved  to  cheaper  quarters,  and  soon 
my  funds  will  be  all  gone,  and  I’ll  start 
borrowing — ten  here,  five  there,  at  first,  then 
two  and  one,  until  I  can’t  borrow  any  more. 
And  when  that  happens,  I’ll  just  sit  around 
bemoaning  my  fate — thinking  how  rough  life 
is  and  how  mistreated  I  am.  My  old  resent¬ 
ments  and  hostility  will  start  building  up 
again  and  I’ll  lose  whatever  constructive 
thoughts  I  might  once  have  had — “if  I  take 
a  drink  today.” 


Since  I  started  thinking  about  what  just 
one  drink  would  cost  me,  a  lot  of  good  things 
have  happened  to  me  that  just  would  not 
have  happened  if  I  had  taken  that  drink.  My 
wife  has  spent  a  grand  two  weeks’  vacation 
with  me — the  first  time  we’ve  been  together 
for  more  than  24  hours  for  six  years.  My 
brother  and  his  wife  have  been  here  to  visit 
me — the  first  time  in  nine  years — and  I’ve 
had  a  week’s  vacation  with  pay  at  the  boss’s 
cottage  with  my  wife.  I’ve  seen  several  good 
ball  games,  a  couple  of  circuses  and  numer¬ 
ous  other  things — none  of  which  would  have 
happened  “if  I  had  taken  that  drink.” 
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(Continued  from  page  15) 

These  are  the  practical  questions 
this  book  tries  to  answer. 

First,  emotional  illness  is  in  these 
respects  like  any  other  kind  of  sick¬ 
ness:  the  emotionally  ill  are  helpless 
and  suffer  as  do  people  who  are 
acutely  ill  physically.  They  act  in 
definite  ways  for  definite  reasons. 
They  can  be  helped.  As  a  statistical 
rule,  they  tend  to  get  well.  Above 
all,  no  one  as  a  deliberating  person 
tries  to  cause  emotional  illness  in 
someone  they  love.  You  are  not  to 
blame  for  your  relative’s  emotional 
illness. 

But  emotional  illness  does  present 
special  problems  that  differ  speci¬ 
fically  from  those  of  physical  sick¬ 
ness.  One  of  the  first  problems  for 
you  to  consider  is  this. 

Whole  Family  Affected 

When  emotional  illness  strikes 
someone  close  to  you,  it  can  be  in 
its  way  almost  as  hard  on  you  as  it 
is  on  the  patient,  unless  you  know 
what  to  expect.  For  the  way  your 
relative  acts  may  make  it  difficult 
to  get  along  wih  him,  to  have  the 
kind  of  relationship  with  him  that 
you  desire  and  that  he  needs.  Second, 
families  tend  to  become  involved  in 
a  special  way  with  an  emotionally 
ill  relative. 

Why  does  emotional  illness  create 
all  these  particular  problems?  What 
is  this  kind  of  illness?  Basically, 
it  means  that  your  relative’s  feel¬ 
ings,  his  attitudes,  his  emotions, 
have  become  so  overwhelmingly 
painful  that  he  no  longer  can  care 
for  himself  very  well  or  carry  on  his 
ordinary  life. 

His  symptoms  very  likely  will  be 
these:  He  will  be  worried  and  de¬ 
pressed.  He  may  drop  friends  and 
social  contacts  to  stay  by  himself. 
He  may  become  filled  with  imagin¬ 
ary  and  strange  ideas.  He  may  try 
to  act  impulsively.  He  may  even 


threaten  to  harm  himself  or  others 
in  some  cases.  He  may  become  so 
overexcited  he  wears  himself  out 
with  activity  .  .  . 

In  a  mild  form,  any  of  these  ways 
of  acting  can  occur  in  anyone,  par¬ 
ticularly  at  times  of  emotional  crisis 
or  physical  sickness.  In  itself,  these 
signs  do  not  necessarily  mean  emo¬ 
tional  illness.  But  if  the  total  pat¬ 
tern  of  your  relative’s  actions 
becomes  consistently  unusual  and 
interferes  with  his  ordinary  life, 
then  emotional  illness  may  be  in¬ 
volved. 

If  he  is  emotionally  ill,  probably 
you  will  find  that  both  of  you  are 
undergoing  a  series  of  special  re¬ 
actions. 

At  first,  hoping  nothing  serious 
is  wrong,  you  may  try  everything 
you  can  to  cheer  him  up.  You  may 
reason  with  him  or  tell  him  how 
much  you  love  him,  but  he  won’t 
appear  to  believe  you.  You  may  ask 
what  hurts  and  troubles  him;  he 
may  not  tell  you  or  else  he  may  in¬ 
sist  that  nothing  at  all  is  the  matter. 
Some  days  he  may  seem  like  his 
usual  self.  Then  may  come  days 
when  he  seems  a  strange,  different 
and  frightening  person. 

Wall  of  Hostility 

As  he  becomes  consistently  less 
himself,  it  may  seem  as  if  a  wall  is 
rising  between  you,  shutting  you  off 
from  each  other.  You  may  become 
aware  that  your  relative  is  sensi¬ 
tive  to  things  that  wouldn’t  bother 
the  average  person.  Or,  you  may  find 
that  he  seems  to  be  deeply  angry, 
apparently  hostile  toward  you.  After 
you  have  done  your  best  to  help,  he 
may  turn  on  you  and  accuse  you  of 
hurting  him. 

Anyone  would  and  does  find  situ¬ 
ations  like  these  difficult  to  meet. 
But  relatives  tend  to  feel  them  with 
special  force  for  special  reasons.  The 
closer  a  relationship  is,  the  deeper 
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become  all  the  feelings  that  sur¬ 
round  it;  feelings  of  pleasure  and 
affection  are  likely  to  be  as  intense 
as  temporary  feelings  of  pain  and 
dislike.  If  the  patient  is  someone 
you  have  been  accustomed  to  love 
and  admire,  whose  good  qualities 
you  have  valued,  or  whom  you’ve 
depended  on,  you  will  tend  to  take 
all  the  conflicts  of  his  illness  to 
heart  as  if  they  were  your  own.  If 
in  a  moment  of  anger  he  says  he 
hates  you,  you  may  feel  it  as  a  blow 
against  your  own  emotional  security. 
You  may  begin  then  to  exaggerate 
your  own  every  shortcoming  and 
question  the  rightness  of  all  your 
own  decisions.  You  may  come  to  feel 
that  his  illness  is  somewhat  your 
fault.  Indeed,  your  relative  may 
blame  you  openly  for  it. 

You  may  worry  about  whether  he 
gets  the  right  care — a  worry  that 
is  less  common  in  physical  illness. 
You  may  come  to  feel  you  can’t  do 
too  much  for  him,  or  object  to  any¬ 
thing  he  says  and  does.  You  may 
believe  you  must  satisfy  his  every 
demand  and  then  find  yourself  doing 
far  more  than  you  want  to  do  or 
feel  like  doing. 

You  may  discover  that  in  spite  of 
yourself  occasionally  you  get  angry 
at  him  and  resent  him.  Because  of 
the  way  he  acts  and  because  you 
are  so  sensitive  to  his  own  conflicts, 
you  may  be  unable  to  give  him  the 
help  you  wish  to. 

During  the  past  half  century, 


A  small  town  minister  was  great¬ 
ly  shocked  to  see  his  wife  with  her 
hand  in  the  church  collection  box. 

“Martha,  what  are  you  doing?”  he 
exclaimed. 

“What  do  you  think  I’m  doing,” 
she  replied.  “I’m  looking  for  a  button 
to  sew  on  your  coat.” 


much  has  been  learned  about  the 
roots  and  patterns  of  emotional  ill¬ 
ness — one  of  the  last  areas  of  human 
behavior  to  be  studied  scientifically. 
Though  much  remains  to  be  ex¬ 
plored,  particularly  the  exact  re¬ 
lation  between  feelings  and  bodily 
functions,  far  more  basic  knowledge 
and  agreement  has  been  reached 
than  many  of  us  realize.  Treatment 
methods  are  more  effective  than 
ever  before.  A  recent  study  at  Cali¬ 
fornia’s  Stockton  State  Hospital 
showed  that  by  using  intensive 
modern  skills  a  larger  percentage  of 
patients  who  had  been  given  up  as 
“hopeless”  and  who  had  been  chroni¬ 
cally  sick  for  as  long  as  twenty  years 
could  be  made  well  enough  to  return 
home. 

Psychiatrists  seldom  will  describe 
any  case  as  “hopeless.”  But  the  de¬ 
gree  of  recovery  does  vary  for  each 
individual.  Some  people  become  even 
better  adjusted  than  they  were  be¬ 
fore  their  illness.  Others  do  not. 

Second,  the  doctor  said,  emotional 
illness  can  be  faced  with  everyday 
common  sense.  It  is  nothing  to  be 
ashamed  of — yet  a  family  may  have 
to  take  certain  prejudices  into  ac¬ 
count.  Some  people  are  still  as  nar¬ 
row  about  emotional  illness  as  they 
were  about  tuberculosis  and  often 
still  are  about  venereal  disease.  So, 
to  unsympathetic  outsiders,  the 
wisest  course  may  be  to  say  as  little 
about  your  relative’s  sickness  as 
seems  consistently  practical.  Often, 
referring  to  it  as  a  simple  nervous 
breakdown  is  enough. 

Much  of  the  prejudice  against 
emotional  illness  comes  from  the 
fact  that  its  elements,  in  fraction, 
are  so  very  much  an  unrecognized 
part  of  our  daily  lives. 

We  all  know  something  about 
emotional  illness  from  our  own  ex¬ 
perience,  but  usually  without  rea¬ 
lizing  it.  Our  feelings  center  around 
how  we  come  to  terms  with  our- 
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selves  and  how  we  relate  to  other 
people.  In  the  course  of  .  a  lifetime 
nearly  all  of  us  share  to  some  degree 
the  feelings  that  grip  the  emotional¬ 
ly  ill — yet  without  actually  becoming 
ill  ourselves. 

We  may  find  problems  and  con¬ 
flicts  that  no  amount  of  effort  or 
will  seems  to  resolve.  To  a  degree, 
we  all  have  “blue  moods”.  Many  of 
us  save  up  anger,  then  lose  our  tem¬ 
pers  and  hurt  people  we  actually 
love,  or  take  out  hatred  on  the  in¬ 
nocent  bystander.  We  can  feel  too 
excited  to  slow  down  or  too  para¬ 
lyzed  by  worry  to  make  a  required 
move,  or  even  any  move  at  all.  We 
can  be  overly  touchy  about  what 
seems  to  reflect  on  our  security, 
quick  to  take  offense.  At  times  we 
want  to  get  away  from  people.  Then 
again,  we  all  daydream  about  things 
as  we  would  like  them  to  be.  Oc¬ 
casionally,  we  let  our  emotions  over¬ 
whelm  our  sense  of  reason,  fitness 
and  reality. 

For  most  people  these  moods  are 
neither  intense  nor  lasting.  But  they 
are  there,  none  the  less,  and  we  have 
all  shared  them.  A.  human  being 
without  conflicts,  always  and  com¬ 
pletely  happy,  probably  has  existed 
only  in  the  imaginations  of  the 
miserable.  And,  in  fact,  the  scale 
from  emotional  health  to  emotional 
illness  is  neither  absolute  nor  clear 
cut.  The  test,  perhaps,  is  how  people 
function  in  their  daily  lives.  Many 
suffer  severely  from  emotional  prob¬ 
lems,  yet  muddle  through,  often  pay¬ 
ing  a  heavy  toll  in  unnecessary  un¬ 
happiness  and  unproductive  pain; 
these  are  what  psychiatrists  call 
neurotics. 

In  others,  however,  emotional 
problems  can  create,  for  a  number 
of  interlocking  reasons,  a  nightmare 
web  of  reactions  involving  the  entire 
personality.  When  people’s  feelings 
consistently  cripple  their  ability  to 
care  for  themselves,  fulfill  reason¬ 


able  obligations  or  relate  at  all  to 
other  people,  the  question  becomes 
one  of  more  serious  illness,  some¬ 
times  requiring  hospitalization.  Yet 
the  wildest  fantasies  of  the  emotion¬ 
ally  ill,  or  the  rigid  withdrawal  of 
certain  types  of  patients,  for  ex¬ 
ample,  represent  blighted  and  des¬ 
perate  attempts  to  deal  with  the  dif¬ 
ficulties  of  living. 

So,  fundamentally,  our  difference 
—the  difference  between  being  emo- 
ionally  healthy  and  emotionally  sick 
— remains  largely  a  matter  of  de¬ 
gree.  The  emotionally  ill  represent 
no  strange  race  apart.  They  are  our 
own  flesh  and  blood  caught  in  a 
prison  of  their  own  painfully  over¬ 
whelming  feelings. 

A  Vital  Contribution 

Finally,  your  own  understanding 
of  the  outer  edges  of  emotional  ill¬ 
ness  from  your  own  experience  can 
help  you  make  a  vital  contribution 
toward  your  relative’s  recovery.  A 
patient’s  family  and  friends  are  the 
closest  ties  he  has;  they  are  the  peo¬ 
ple  he  has  lived  with,  the  ones  who 
mean  most  to  him.  Every  family 
wants  to  have  a  workable  relation¬ 
ship  with  an  emotionally  ill  relative, 
but  often  finds  trouble  establishing 
one.  The  kind  of  give  and  take  that 
makes  ordinary  situations  happy 
and  tolerable  is  the  best  way  you 
can  help.  It  should  be  the  sort  of 
relationship  that  leaves  you  both 
able  to  express  your  feelings  more 
fully — your  feelings  of  affection  as 
well  as  those  of  occasional  irritation 
or  dislike,  that  leaves  you  both  more 
tolerant  of  each  other’s  strengths 
and  weaknesses,  more  happy  and 
secure. 

Today,  on  the  basis  of  a  generation 
of  experience,  many  psychiatrists  in¬ 
sist  that  every  emotionally  ill  pa¬ 
tient  who  does  recover  successfully 
does  so  with  another  human  being’s 
help  and  understanding. 
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BY  CLAIRE  CHENEY 


Contrary  to  the  popular  view ,  the  alcoholic 
who  is  abstaining  is  not  necessarily  sober. 


HOW  often  we  hear  the  term,  dry 
drunk,  yet  I  wonder  how  many 
of  us  know  exactly  what  a  dry  drunk 
is.  Certainly  the  term  seems  incon¬ 
gruous,  for  how  can  you  be  dry, 
that  is,  not  drinking,  and  drunk  at 
the  same  time?  Yet,  there  is  a  very 
good  reason  for  putting  those  two 
words  together  and  perhaps  “dry 
drunk”  describes  perfectly  a  condi¬ 
tion  which  many  recovered  alco¬ 
holics,  unfortunately,  suffer  from; 
abstinence  and  not  sobriety. 

When  an  alcoholic  first  goes  off 
liquor  for  a  period  of  days  or  weeks, 
he  is  abstaining.  To  have  given  up 
the  bottle  at  all  is  a  real  and  signi¬ 
ficant  accomplishment.  He  cannot  be 
expected  to  begin  looking  for  real 
sobriety  so  soon.  It  is  enough  that 
he  is  merely  abstaining. 

But  if  he  stays  off  liquor  perman¬ 
ently,  he  will  want  to  find  happiness 
with  his  new  state  of  affairs.  He  will 
try  through  AA,  psychiatry,  or  what- 
have-you,  to  achieve  some  sort  of 
sobriety,  that  is,  peace.  It  will  not 
be  enough  to  him  just  to  stay  dry 
and  sobriety  to  him  will  mean  more 
than  just  abstinence.  It  will  mean 


inner  peace,  serenity,  a  coming  to¬ 
gether  of  his  emotional,  physical  and 
spiritual  life. 

Don’t  Understand 

Some  alcoholics,  however,  don’t 
know  what  you’re  talking  about 
when  you  speak  of  this  sort  of  so¬ 
briety.  They  have  not  developed 
enough  in  their  new  way  of  life  to 
understand  how  you  can  be  happy, 
though  sober.  To  them,  it  is  a  con¬ 
stant  struggle  to  keep  from  return¬ 
ing  to  the  bottle  .  .  .  not  just  a  wish¬ 
ful  thought  every  now  and  then  .  .  . 
but  a  minute-by-minute  test  of  their 
self-restraint  to  keep  from  going  into 
that  bar,  or  buying  that  fifth.  How 
could  they  possibly  be  happy  when 
living  in  such  a  state  of  anxiety? 
Their  emotions  are  constantly  being 
wracked  by  their  psychological  need 
for  the  dulling  effects  of  alcohol. 
They  have  had  the  alcohol  taken 
away  from  them,  but  they  are  not 
putting  something  of  value  in  its 
place.  If  they  are  in  the  AA  pro¬ 
gram,  they  are  not  really  using  or 
absorbing  it.  If  they  are  in  psychia¬ 
try,  they  are  not  truly  benefiting 
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from  what  it  has  to  offer.  If  they 
began  their  period  of  abstinence 
through  religious  converson,  they 
have  failed  to  keep  working  at  their 
faith.  They  are  not  sober.  They  are 
abstainers. 

You  might  meet  the  abstainer  any¬ 
where  a  group  of  recovered  alco¬ 
holics  are  together.  He’s  usually  the 
loud,  boisterous  one  at  the  next 
table.  The  glad-hander  who  loves 
everybody  and  must  shout  at  you  his 
devotion.  The  one  who  talks  so  much 
of  how  wonderful  it  is  to  “be  sober”, 
speaks  in  glowing  terms  of  his  new 
way  of  life,  and  tells  everyone,  again 
in  a  loud  voice,  what  a  stinker  he 
was  when  he  was  drinking.  But  you 
notice  how  his  hands  tremble  when 
he  lights  his  cigarette  and  the  look 
of  frenzy  and  desperation  in  his  eyes 
while  he  tells  you  of  his  extreme  joy. 

The  sober  one  on  the  other  hand 
is  content  to  let  someone  else  have 
the  spotlight.  Oh,  he  can  be  loud  and 
back-slapping,  too,  but  he  hasn’t 
made  a  profession  out  of  it.  And  he 
needn’t  tell  you  in  loud  words  of  his 
happiness.  You  feel  it.  He  has  around 
him  an  aura  of  love  and  serenity.  He 
is  at  peace  with  himself,  and  so  he 
is  at  peace  with  others.  He  is  happy 
in  his  sobriety. 

Abstainers 

The  dry  drunk  and  the  alcoholic 
who  is  merely  abstaining  are  con¬ 
sidered  to  be  one  and  the  same — a 
person  whose  whole  life  is  as  upside 
down  and  distorted  as  it  was  while 
drinking,  yet  who  has  not  touched  a 
drop  for  quite  some  time.  A  dry 
drunk  was  once  described  as  a  per¬ 
son  to  whom  even  so  trivial  a  matter 
as  his  wife  leaving  the  cap  off  the 
toothpaste  tube  convinces  him  that 
she  no  longer  loves  him,  and  has 
ganged  up  with  the  rest  of  the  world 
in  a  preconceived  plan  for  his  entire 
ruin.  Although  physically  he  may  ap¬ 
pear  to  be  perfectly  calm,  inside  he 


is  experiencing  the  “shakes”  and 
“staggers.”  His  old  nervousness  and 
belligerency,  so  common  while  drink¬ 
ing,  return,  even  though  his  strong¬ 
est  beverage  may  be  only  coffee. 

One  dry  drunk  we  know  hasn’t 
touched  a  drop  in  five  years,  yet  his 
wife  continually  hauls  him  up  before 
the  judge  and  charges  him  with  as¬ 
sault.  Is  this  man  sober? 

Sober  or  Not? 

Another  one,  John  B.,  changes  jobs 
as  often  as  the  moon  does.  He  claims 
no  one  understands  him  and  that  his 
work  is  not  appreciated.  The  fact  is 
he  thinks  he’s  too  good  to  work  and 
the  world  owes  him  a  living.  Is  he 
sober? 

One  of  the  town’s  most  public- 
spirited  citizens  was  at  one  time  the 
town  drunk.  He’s  been  in  AA  twelve 
years  and  when  he  quit  drinking  he 
joined  every  club  and  service  organi¬ 
zation  in  town.  Now  he’s  so  busy  at¬ 
tending  meetings  that  his  wife  and 
children  regard  him  as  a  total  strang¬ 
er.  What’s  more,  those  clubs  and  or¬ 
ganizations  are  getting  tired  of  his 
taking  over  every  meeting  and  run¬ 
ning  things  his  way.  Do  you  think 
this  man  is  sober? 

But  here’s  another  case  entirely. 
Ann  L.,  for  years  was  a  “hidden 
drinker”,  drinking  only  at  home,  pre¬ 
ferably  in  the  bathroom  with  the 
door  locked.  She’s  now  found  so¬ 
briety  and  is  one  of  the  most  attrac¬ 
tive,  out-going  young  women  in  town. 
Her  husband  and  two  children  smile 
with  pride  at  the  mention  of  her 
name. 

The  town  mail-carrier  who  once 
thought  the  world  was  against  him, 
that  everybody  hated  him  and  show¬ 
ed  his  feelings  with  his  uncontrol¬ 
lable  temper,  is  now  the  friendliest, 
most  easy  going  postman  on  the 
route.  Even  the  dogs  love  him!  A  A 
and  psychiatry  have  shown  him  a 
new  way  of  looking  at  people  .  .  .  and 
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life. 

Dick  C.,  once  called  the  life  of  any 
party,  used  to  down  eight  or  ten 
drinks  in  a  single  evening’s  entertain¬ 
ment.  With  each  drink  his  voice  rose 
louder  and  louder,  his  manner  be¬ 
came  more  and  more  familiar,  and 
the  other  guests  became  more  and 
more  embarrassed.  Soon,  Dick  wasn’t 
being  invited  out  at  all.  It  simply 
wasn’t  fun  when  he  was  around. 

But  now  that  Dick  is  dry,  he  has 
learned  why  it  is  always  necessary 
for  him  to  be  the  center  of  attention, 
and  knowing  his  motives  for  his  in¬ 
considerate  actions  has  lessened 
their  importance.  These  days  Dick  is 
one  of  the  most  popular  guests 
around.  His  ability  to  move  along 
with  the  crowd,  respecting  other  peo¬ 
ple’s  wishes,  holds  him  in  good  stead 


with  the  host  and  hostess  as  well  as 
the  rest  of  the  group.  Today  Dick 
would  certainly  not  be  called  a  dry 
drunk.  He  is  sober. 

The  definitions  for  abstaining  and 
sobriety  are  similar,  but  not  alike. 
Abstaining  is  defined  as  a  condition 
of  being  habitually  temperate.  So¬ 
briety  is  defined  as  being  habitually 
temperate,  quiet  or  sedate,  showing 
self-control. 

It  would  seem  then  to  find  so¬ 
briety,  the  alcoholic  must  first  abs¬ 
tain.  But  with  work,  therapy  and 
self-knowledge,  he  will  find  his  goal; 
sobriety.  Abstinence  alone  is  not 
enough;  it  is  not  sobriety.  But  it  can 
lead  to  it.  And  being  truly  sober  will 
mean  to  the  alcoholic  that  he  has 
found  a  maximum  of  inner  peace 
with  a  mimimum  of  inner  turmoil. 


AL-ANON  FAMILY  GROUPS  IN  NORTH  CAROLINA 


Town  Phone  Box  No. 


Asheville 

3-3187 

P. 

O. 

Box 

1845 

Charlotte  (Hawthorne) 

FR  5-5335 

(Myers  Park) 

FR  7-5506 

(Roswell) 

EM  6-1596 

Cullowhee 

P. 

O. 

Box 

102 

Franklin 

463  J 

P. 

O. 

Box 

651 

Goldsboro 

4551  J 

Greensboro 

2-6522  or  BR  2-8888 

Hendersonville 

3-7216  or  3-6823 

P. 

O. 

Box 

434 

Jacksonville 

6523 

Laurinburg 

CR  6-1857 

New  Bern 

5385 

P. 

O. 

Box 

814 

Raleigh 

TE  4-8675 

P. 

O. 

Box 

2623 

Rockingham 

4941  or  2178 

Salisbury 

857  J 

Sanford 

3-1496 

Winston-Salem 

PA  5-2359  or  PA  5-6031 
or  5-0533 

There  are  groups  also  located  in  Maxton,  Statesville,  Burlington,  Newport, 
Wilmington,  and  Whittier.  This  is  the  most  up-to-date  list  available,  al¬ 
though  other  Al-Anon  groups  are  continually  being  formed. 


MARCH-APRIL,  1959 


23 


THERE  is  something  new  and 
hopeful  in  the  heartbreak  world 
of  alcoholism.  It’s  an  organization 
called  Al-Anon,  a  sister  group  to 
Alcoholics  Anonymous,  and  it  exists 
not  for  the  problem  drinker  himself, 
but  for  the  wives,  husbands,  child¬ 
ren,  parents,  friends — anyone  who 
must  live  with  an  alcoholic. 

Sylvia  B.  is  typical  in  many  ways 
of  the  people  for  whom  Al-Anon  was 
founded.  Her  husband  had  been  a 
problem  drinker  for  eleven  years. 
For  five  of  them  she  did  not  buy  a 
single  new  dress.  Bob  was  too  expen¬ 
sive.  She  paid  damages  twice  to  keep 
him  out  of  jail  (one  smashed  win¬ 
dow,  one  wrecked  car.)  To  keep  him 
out  of  the  state  hospital,  she  took  a 
job  and  sent  him  to  private  doctors. 

Every  time  he  sobered  up,  Bob 
thanked  Sylvia  with  tears  of  grati¬ 
tude.  He  would  promise  her  the 
world  and  she  would  buy  him  a  new 
suit  of  clothes.  Sometimes  he  hocked 
the  suit  that  week,  sometimes  not 
for  a  month  or  more.  Then  she 
would  resume  her  nightly  patrol  of 
park  benches.  Home  by  cab:  “He’s 


not  feeling  well,  driver.”  (Hoping  it 
wasn’t  the  same  one  as  last  week.) 
Up  the  front  steps  (twelve  of  them). 
Clean  up  the  mess.  Beg.  Reproach. 
Threaten.  Her  whole  life  was  de¬ 
voted  to  Bob’s  drinking. 

The  fact  that  she  herself  needed 
help  with  the  hard  job  of  being  an 
alcoholic’s  wife  never  occurred  to 
Sylvia.  But  then  one  night  when  she 
was  asking  an  AA  friend  once  more 
to  talk  to  Bob,  the  friend  interrupt¬ 
ed  gently: 

“Sylvia,  you  or  I  or  nobody  else 
can  talk  to  him  ’til  he  wants  to 
listen.”  He  went  on  before  she  could 
speak.  “At  our  last  AA  meeting  we 
had  a  speaker  from  Al-Anon  .  . 

Sylvia  hardly  heard  the  rest.  A 
new  group!  To  her  that  meant  one 
thing:  this  group  might  have  the 
secret  of  changing  Bob.  She  went 
to  an  Al-Anon  meeting. 

When  she  walked  into  the  base¬ 
ment  room  of  the  church  where  it 
was  held,  seven  women,  three  men 
and  a  teen-age  boy  were  sitting 
around  a  large  table.  They  all  intro¬ 
duced  themselves  to  her — using  their 
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The  crisis  came  when  she  left  her  husband  asleep  on  the  steps 
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first  names  only — and  the  meeting 
continued.  One  by  one,  around  the 
table,  they  talked  about  the  subject 
for  the  evening.  This  week  it  was 
prayer:  how  they  prayed,  what  they 
were  learning  about  it,  what  the 
stumbling  blocks  were. 

For  nearly  an  hour  Sylvia  listened 
in  astonishment.  No  one  talked 
about  how  to  make  an  alcoholic  stop 
drinking.  Alcohol  was  never  men¬ 
tioned.  These  people  were  not  discus¬ 
sing  someone  else’s  problems,  they 
were  discussing  their  own! 

After  an  hour  everyone  stood  up 
and  two  of  the  women  began  passing 
coffee  and  cake.  A  white-haired  lady 
came  up  to  Sylvia. 

“I  know  it’s  confusing  the  first 
time  you  come,”  she  said.  “We’re 
working  on  the  Twelve  Steps  of  AA, 
you  see.  We’re  on  the  eleventh  step 
now — that’s  the  one  when  we  try  to 
get  close  to  God  through  prayer.” 

“I  know  all  about  the  Twelve 
Steps!”  Sylvia  protested.  “I’ve  tried 
over  and  over  to  get  my  husband  to 
follow  them.  But  they’re  for  alco¬ 
holics,  not  for  us!” 

The  older  woman  put  a  gentle 
hand  on  Sylvia’s  arm.  “Believe  me, 
my  dear,  we  need  them  as  badly  as 
they  do.”  And  over  coffee,  she  told 
Sylvia  the  story  of  Al-Anon. 

Unknown  Beginning 

Nobody  really  knows  when  Al- 
Anon  began  or  who  started  it.  More 
than  ten  years  ago  little  groups  of 
men  and  women  were  already  meet¬ 
ing  in  different  parts  of  the  country 
to  face  a  common  need.  These  peo¬ 
ple  had  discovered  that  the  long 
years  of  living  with  an  alcoholic 
had  left  scars  on  their  own  person¬ 
alities — some  so  deep  that  they  re¬ 
mained  even  when  the  drinking 
stopped.  The  alcoholics  had  found 
help  in  AA;  now  the  families  of 
these  alcoholics  sought  help. 

Soon  the  scattered  family  groups 


began  to  correspond  and  today  there 
are  more  than  1,000  groups  repre¬ 
senting  all  49  states  and  20  foreign 
countries.  But  for  all  this  mushroom 
growth,  Al-Anon  is  not  a  “big” 
organization;  it  has  no  president,  no 
rules,  no  dues,  no  set  pattern  for 
meetings.  It  remains  what  it  started 
out  to  be:  men  and  women  getting 
together  because  they  themselves 
need  help. 

And  they  find  it,  as  Sylvia  dis¬ 
covered  to  her  amazement,  the  same 
way  alcoholics  do:  through  the 
twelve  Steps  of  AA.  The  first  step 
says: 

We  admit  we  were  powerless  over 
alcohol — that  our  lives  had  become 
unmanageable. 

Fruitless  Nagging  Stops 

For  the  alcoholic,  this  realization 
is  essential  to  everything  that  fol¬ 
lows;  without  it  he  cannot  be  helped. 
But  in  a  special  way  it  is  also  the 
essential  first  step  for  the  alcoholic’s 
family.  Like  Sylvia,  most  people  who 
love  an  alcoholic  believe  that  they 
can  somehow  make  him  stop  drink¬ 
ing.  They  try  pouring  his  liquor 
down  the  sink.  Warning  local  bars 
not  to  serve  him.  Rationing  his 
money.  Pleading  and  bargaining 
with  him.  With  the  first  step  in 
Al-Anon  all  such  activity  ceases. 

The  second  step  is  equally  im¬ 
portant! 

We  came  to  believe  that  a  Power 
Greater  than  ourselves  could  restore 
us  to  sanity. 

“Let  Go  and  Let  God”,  is  the  pro¬ 
found  wisdom  learned  at  Al-Anon. 
The  last  ten  steps  are  a  spiritual 
journey  out  of  self-pity,  self-right¬ 
eousness — whatever  one’s  personal 
shortcomings — toward  a  knowledge 
of  God  as  each  one  understands  Him. 

To  know  whether  a  spiritual  ap¬ 
proach  to  such  a  problem  works, 
you  have  only  to  drop  in  on  an  Al- 
Anon  meeting.  You  have  to  hear  the 
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laughter,  feel  the  sympathy,  see  the 
love  in  action — and  reflect  that  each 
of  these  people  has  had  tragedy  in 
his  family. 

But  no  longer  are  they  facing  it 
alone.  Here  is  a  roomful  of  people 
who’ve  been  through  it  all.  “So 
many  of  us,  right  in  this  town!”  is 
the  typical  reaction.  People  soon 
begin  to  hold  up  their  heads  again. 
After  a  few  meetings  women  often 
give  a  little  extra  attention  to  their 
hair;  men  shine  up  their  shoes.  One 
woman  who  ate  candy  whenever  her 
husband  was  on  a  spree  took  off 
over  30  pounds  in  her  first  four 
months  at  Al-Anon. 

“I  not  only  look  like  a  human 
being  again,”  she  said,  “but  I’m  so 
weak  from  dieting  I  don’t  have  the 
strength  to  nag  at  John  and  he’s 
started  staying  home.” 

Door  Opens  to  AA 

Time  and  again  after  a  husband 
or  wife  joins  Al-Anon,  his  alcoholic 
partner  joins  AA  and  stops  drinking 
for  good.  This  is  not  the  purpose  of 
Al-Anon.  But  it  is  so  often  a  result 
that  there  seems  to  be  only  one  way 
to  explain  it.  The  alcoholic  person¬ 
ality  will  often  lean  his  whole  weight 
on  any  support  that  is  offered  him. 
When  that  support  is  withdrawn  he 
may  find  he  can  stand  alone.  The 
Al-Anon  member  learns  to  leave  the 
problem  to  his  alcoholic  partner. 
And  this  can  be  the  shock  that  starts 
him  on  the  road  to  sobriety. 

It  worked  that  way  for  Sylvia.  She 
left  that  first  meeting  feeling  a  little 
hurt.  She’d  come  to  discuss  Bob’s 
problem;  instead,  people  suggested 
she  work  on  hers.  Like  many  new¬ 
comers  to  Al-Anon,  she  couldn’t  see 
much  to  criticize  in  her  own  be¬ 
havior — she  might  not  be  perfect, 
but  she’d  kept  things  running, 
hadn’t  she? 

But  as  weeks  passed,  she  began 
to  wonder — was  it  possible  she  ran 


things  too  well?  She  asked  Bob  to 
face  facts  and  then  she  faced  them 
for  him. 

The  great  moment  came  on  a 
warm  spring  evening  about  four 
months  later.  She  came  home  late 
from  a  meeting  to  find  Bob  asleep 
on  the  front  steps.  He  had  a  doorkey 
in  his  hand,  but  hadn’t  gotten  it 
and  the  keyhole  together.  Sylvia 
took  out  her  own  key,  stepped  over 
her  husband  and  let  herself  in. 

“I  went  to  bed,”  she  recalls,  “Slept 
fine,  too.” 

The  next  morning  as  she  was  get¬ 
ting  breakfast,  Bob  walked  into  the 
kitchen.  “What  time  did  you  get  in?” 
he  demanded. 

“About  11:30” 

“Where  was  I?” 

“Sleeping  on  the  steps.” 

Bob  blinked  as  though  he  were 
trying  to  understand  a  foreign  lan¬ 
guage.  “Why  didn’t  you  pick  me 
up?” 

Sylvia  poured  him  a  cup  of  coffee, 
looked  him  in  the  eye  and  said, 

“Because  I  didn’t  put  you  there.” 

A  New  Beginning 

For  Bob,  the  shock  of  losing  a 
support  he  had  so  long  counted  on 
was  the  beginning  of  a  new  life. 
Within  six  months  he  was  in  AA 
and  today  he  and  Sylvia  tell  their 
remarkable  story  together  at  Al- 
Anon  meetings  around  the  country. 

The  point  Sylvia  likes  to  stress 
is  that  even  before  Bob  found  his 
own  solution,  she  had  found  some¬ 
thing  priceless  in  Al-Anon.  “It’s  not 
that  I  didn’t  believe  in  God  before,” 
she  says.  “I  prayed  all  the  time.” 

But  she  had  prayed  first  for  Bob 
to  stop  drinking.  “Until  that  hap¬ 
pened  I  didn’t  see  how  there  could 
be  any  happiness  for  me.” 

At  Al-Anon  she  learned  to  ask 
God  what  his  plan  for  her  happiness 
was.  “It  was  better  than  the  best 
I  knew  how  to  ask  for.” 
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Changing  the  public’s  attitudes  about  alcoholism 
—  this  is  the  educator’s  most  difficult  task. 


THERE  is  general  agreement  that 
an  effective  program  of  educa¬ 
tion  directed  toward  prevention  of 
alcoholism  in  our  society  is  needed, 
but  the  development  of  such  a  pro¬ 
gram  presents  difficulties. 

Education  in  any  area  of  health 
involves  development  of  procedures 
which  will  encourage  people  exposed 
to  a  disease  to  recognize  symptoms 
and  to  take  constructive  action. 
Action  may  involve  individual  med¬ 
ical  examination,  mass  immuniza¬ 
tion,  and  elimination  of  the  sources 
of  the  infection. 

Health  education  specialists  have 
demonstrated  that  providing  infor¬ 
mation  does  not  necessarily  move 
people  to  act.  This  is  particularly 
true  when  the  recommended  action 
is  contrary  to  traditional  beliefs  re¬ 


garding  an  illness  or  a  condition. 
There  are  numerous  examples  of 
this.  In  the  early  years  of  the  pre¬ 
sent  century  when  tuberculosis  was 
believed  to  be  a  disgrace,  patients 
were  hidden  from  the  public  view  by 
families  and  friends,  and  treatment 
delayed.  As  community  attitudes 
changed  and  the  nature  and  treat- 
ability  of  the  disease  became  recog¬ 
nized,  effective  preventive  measures 
were  established.  In  the  field  of 
mental  health,  public  resistance  to 
the  concept  of  emotional  and  mental 
illness  and  to  psychiatric  treatment 
has  retarded  the  establishment  of 
comprehensive  treatment  resources. 

Health  education  must  be  concern¬ 
ed  not  only  with  disseminating  fact¬ 
ual  information  about  symptomato¬ 
logy  and  treatment,  but  also  with 
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the  underlying  attitudes,  motivations 
and  needs  toward  which  the  educa¬ 
tion  program  is  directed.  This  factor 
is  particularly  significant  in  preven¬ 
tion  of  alcoholism. 

For  more  than  a  decade,  we  have 
publicized  the  concept  of  alcoholism 
as  a  disease.  Most  alcoholics  and 
their  families  accept  this.  Some 
members  of  some  professional 
groups — physicians,  nurses,  social 
workers,  clergy — concede  that  the 
alcoholic  is  sick.  But  there  is  con¬ 
siderable  disagreement  about  the 
nature  of  the  illness.  Is  it  physiolog¬ 
ical,  emotional,  social  in  origin,  or  is 
there  a  combination  of  all  three 
factors  in  some  alcoholics?  Why  do 
alcoholics  not  respond  to  the  medical 
techniques  effective  in  most  dis¬ 
eases,  e.g.,  hospitalization,  diagnostic 
work-up,  medication?  Why  do  alco¬ 
holics  appear  to  respond  favorably 
to  Alcoholics  Anonymous,  which  is 
a  non-medical  program? 

Reconcile  Theories 

These  and  related  questions  pre¬ 
sent  a  challenge  to  the  specialist  in 
the  field  of  alcoholism.  The  apparent 
contradictions  in  etiology  and  dif¬ 
ferential  response  to  clinical  treat¬ 
ment  offer  stimulating  material  for 
research.  However,  when  the  health 
educator  attempts  to  formulate  a 
program  which  defines  alcoholism  as 
a  disease,  he  must  reconcile  the  con¬ 
flicting  theories  in  a  descriptive 
statement  acceptable  to  the  general 
public. 

Preventive  measures  presumably 
will  be  directed  toward  the  more 
than  60  million  users  of  alcoholic 
beverages  who  are  not  alcoholics. 
Beginning  drinkers,  regular  social 
drinkers,  and  heavy  excessive  users 
represent  the  soil  in  which  alco¬ 
holism  is  nurtured.  The  interrelation 
of  drinking,  drunkenness,  and  alco¬ 
holism  has  not  been  clearly  defined. 
All  alcoholics  are  drinkers,  but  not 


every  individual  who  becomes  in¬ 
toxicated  is  an  alcoholic. 

The  use  of  alcoholic  beverages  is 
widely  accepted  in  our  society. 
Drinking  to  intoxication  is  not 
frowned  upon  in  some  groups,  al¬ 
though  drunkenness  is  condemned, 
even  considered  immoral  by  others. 
The  potential  alcoholic  who  begins 
drinking  in  a  social  setting  and 
whose  intake  increases  in  amount 
and  frequency  progresses  to  other 
groups  who  do  not  question  or  con¬ 
demn  his  behavior.  Indeed,  ability  to 
hold  one’s  liquor  carries  certain  pres¬ 
tige  in  some  circles. 

Abnormalities  Appear  Early 

There  is  agreement  among  specia¬ 
lists  in  alcoholism  therapy  that 
symptoms  of  abnormal  response  to 
alcohol  appear  early  in  a  drinking 
career.  Among  the  very  early  signs 
of  an  abnormal  response  to  drinking 
are:  drinking  to  “meet  situations,” 
morning  drinking,  fortifying  oneself 
with  a  few  drinks  before  attending 
a  party  for  fear  that  the  host  will 
have  an  insufficient  supply  or  will 
fail  to  offer  a  sufficient  number  of 
drinks,  creating  opportunities  to  take 
an  extra  drink  without  others’  know¬ 
ledge;  and  drinking  more  and  more 
often.  Following  these  very  early 
signs  will  appear  the  more  notice¬ 
able  ones  of  repeated  intoxication, 
severe  hangovers,  blackouts,  and 
seeking  intoxication  frequently  for 
its  anesthetic  effect — all  these  symp¬ 
toms  can  be  identified  before  social 
disorganization  sets  in.  These  repre¬ 
sent  the  first  stages  of  alcoholism, 
yet  they  are  ignored  or  considered 
humorous  by  many  heavy  drinkers. 

Before  a  program  of  prevention 
can  be  developed,  certain  fundament¬ 
al  issues  must  be  resolved: 

1.  Alcoholism,  the  illness,  must  be 
defined  and  decribed  in  terms  under¬ 
standable  to  the  lay  person.  The 
loose  generalizations  and  assertions 
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that  are  publicized  at  present  have 
little  meaning  for  the  average 
abstainer  or  user  who  is  not  an  al¬ 
coholic. 

2.  The  millions  of  users  of  alco¬ 
holic  drinks  must  be  encouraged  to 
take  a  look  at  their  own  drinking 
and  their  attitudes  toward  the  poten¬ 
tial  relation  of  social  drinking  and 
alcoholism.  Prevention  and  preven¬ 
tive  medicine  are  broad  terms  in 
various  usage,  covering  the  range 
from  prevention  of  death,  of  the  final 
stages  of  the  full-blown  disease,  to 
prevention  of  the  earliest  signs.  It  is 
the  latter  which  is  the  ultimate 
achievement.  It  carries  with  it  the 
assumption  that  the  disease  is  an 
entity  with  recognizable  signs  in  its 
early  stages.  At  present,  we  identify 
alcoholism  only  when  the  illness  is 
far  advanced,  often  in  the  crisis 
stage. 

3.  An  educational  program  must 
recognize  the  strong  and  conflicting 
attitudes  in  our  society  toward  al¬ 
cohol.  Fact-finding  questions  about 
social  drinking  are  often  rejected  as 
being  condemnatory  or  an  attempt 
to  re-establish  prohibition.  On  the 
other  hand,  investigation  of  drinking 
practices  which  do  not  threaten 
society  are  objected  to  by  some  who 
would  eliminate  alcohol  entirely. 
American  drinking  customs  are 
changing.  More  people  are  drinking 
than  in  the  past,  women  as  well  as 
men,  but  individual  consumption  of 
absolute  alcohol  is  lower  than  was 
the  case  a  generation  or  two  ago. 
There  is  some  evidence  that  young 
people  in  the  age  range  17-24  are  par¬ 
ticipating  in  “social  drinking”  to  a 
greater  degree  than  was  thought  to 
exist  in  the  past.  Alcohol  is  not  the 
primary  cause  of  alcoholism.  But 
alcohol  plus  the  factors  x,  y,  and  z 
appear  to  produce  a  reaction  which 
facilitates  the  development  of  uncon¬ 
trolled  drinking.  If  awareness  of  the 
first  symptoms  of  loss  of  control  can 


be  implanted  in  the  minds  of  drink¬ 
ers  and  these  can  be  accepted  as  re¬ 
sponses  which  do  not  reflect  on  the 
integrity  or  character  of  the  indi¬ 
vidual,  it  may  be  possible  in  time  for 
people  at  this  stage  to  seek  medical 
advice.  This  is  the  logical  approach 
to  early  symptomotology  in  any  dis¬ 
ease  condition.  But  most  Americans 
do  not  respond  logically  to  questions 
about  alcohol  and  alcoholism. 

The  formulation  of  preventive 
education  on  alcoholism  calls  for  ap¬ 
plication  of  the  specialized  skills  of 
the  professional  health  educator.  The 
program  will  be  directed  not  only 
toward  the  public  at  large  but  also 
toward  the  members  of  the  healing 
arts  who  are  in  a  position  to  advise 
and  direct  the  individual  who  ex¬ 
hibits  the  first  signs  of  alcoholism. 

Mass  Media  Important 

Pamphlets,  brochures,  news  re¬ 
leases,  radio  and  television  programs 
— all  are  important.  However,  the 
degree  of  effectiveness  of  the  mass 
media  in  modifying  attitudes  in  a 
controversial  area  is  subject  to  ques¬ 
tion.  Certainly  in  respect  to  alcohol¬ 
ism  publicity,  no  systematic  evalua¬ 
tion  on  a  controlled  basis  has  been 
conducted.  Experience  in  other  fields 
of  health  demonstrates  that  small 
group  discussions  are  most  produc¬ 
tive  in  modifying  attitudes.  Because 
drinking  is  a  group  practice,  it  would 
appear  reasonable  to  undertake 
initial  analysis  of  drinking  customs 
through  the  group  itself.  And  this 
approach  probably  should  be  or¬ 
ganized  and  conducted  not  by  re¬ 
covered  alcoholics  and  specialists  in 
alcoholism  treatment,  but  rather  by 
representatives  of  public  health 
agencies  who  have  no  vested  interest 
in  the  field  except  to  encourage 
sound  health  practices.  Prevention 
of  alcoholism  is  as  much  a  commun¬ 
ity  responsibility  as  prevention  of 
typhoid  or  tuberculosis.  Yet  at  pre- 
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sent,  relatively  few  people  in  the 
average  community  have  accepted 
this  responsibility. 

Education  toward  treatment  will 
operate  at  several  different  levels. 
The  alcoholic  must  be  persuaded 
that  he  should  seek  treatment.  This 
implies  that  treatment  facilities  will 
be  available.  In  turn,  adequately 
trained  personnel  interested  in  work¬ 
ing  with  alcoholics  must  be  recruit¬ 
ed.  And  finally,  medical,  nursing  and 
social  work  schools  and  university 
departments  of  clinical  psychology 
must  incorporate  in  pre-service 
courses  sufficient  material  on  the 
etiology,  prognosis,  and  therapy  of 
alcoholism  so  that  the  alcoholic  be¬ 
comes  accepted  in  the  community  of 
the  ailing.  Therapy  does  not  flourish 
in  the  climate  of  the  jail  and  work- 
house.  In  only  a  few  communities  at 
present  does  therapy  of  alcoholism 
flourish  in  voluntary  and  municipal 
hospitals. 

If  acceptance  can  be  gained  that 
alcoholism,  at  least  in  part,  is  the 
result  of  some  imbalance  in  person¬ 
ality  development,  the  possibility  of 
preventive  orientation  at  the  social 
level  may  emerge.  Recovery  from 
alcoholism  is  the  result  of  a  reorien¬ 
tation  of  emotional  forces  within  the 
individual.  This  is  true  whether  or 
not  it  takes  place  in  Alcoholics  An¬ 
onymous,  during  psychotherapy  in  a 
clinic  or  in  a  private  office,  as  a  re¬ 
sult  of  a  religious  experience,  or 
spontaneously.  Feelings  of  inse¬ 
curity,  mood  swings,  frustration 
often  expressed  by  aggression,  with¬ 
drawal  tendencies — these  are  experi¬ 
ences  common  to  most  people.  Al¬ 
though  these  same  reactions  are  ex¬ 
perienced  by  many  people  who 
either  do  not  drink,  or  drink  in  a 
controlled  fashion,  they  appear  to  be 
present  in  exaggerated  form  among 
many  alcoholics.  Because  they  con¬ 
stitute  common  ground,  they  may 
provide  a  focus  for  discussion  of 


psychological  factors  in  the  causa¬ 
tion  of  alcoholism. 

Certainly  the  public  school  has  an 
important  role  to  play  in  prevention 
of  alcoholism.  However,  the  empha¬ 
sis  should  be  placed  directly  on  those 
elements  which  appear  to  contribute 
to  progression  of  the  condition. 
Young  people  have  many  insecuri¬ 
ties.  They  have  concerns  about  self 
identification;  they  have  strong 
needs  for  acceptance  by  their  peers. 
For  some,  the  effect  of  alcohol  on 
the  nervous  system  provides  an  ex¬ 
treme  gratification  proportionate  to 
the  psychological  needs  which  exist. 
If  emphasis  can  be  placed  on  the 
significance  of  the  reaction  to  in¬ 
toxication,  if  the  exaggerated  be¬ 
havior  which  often  appears  among 
young  people  can  be  analyzed,  and 
if  there  can  be  group  discussion  and 
group  acceptance  of  the  significance 
of  drinking  customs  and  their  pos¬ 
sible  relationship  to  alcoholism,  it 
will  help  in  developing  attitudes  and 
practices  to  attain  preventive  results. 

The  role  of  the  teacher  is  of 
utmost  importance.  It  should  appear 
reasonable  to  place  new  emphasis  in 
the  teacher-training  institutions  by 
incorporating  in  course  work  basic 
information  to  help  them  to  realize 
the  problems  involved  in  the  use  of 
alcohol  and  to  gain  understanding  of 
the  social  attitudes  relative  to  drink¬ 
ing  and  alcoholism. 

Many  classrooms  contain  children 
of  alcoholics.  If  the  school  can  pre¬ 
sent  alcoholism  as  an  illness,  that 
it  is  not  a  sign  of  weakness  and 
moral  degeneration,  a  definite  con¬ 
tribution  to  the  emotional  health  of 
many  young  students  can  be  made. 
This  in  turn  may  contribute  to  re¬ 
ducing  the  mass  of  misinformation 
and  misunderstanding  that  at  pre¬ 
sent,  is  prevalent  among  many  adults 
and  may  result  in  a  better  realiza¬ 
tion  of  the  psychological  factors  in 
causation. 


MARCH-APRIL,  1959 
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Books  of  interest 


New  Primer  on  Alcoholism 

By  Marty  Mann 

Rinehart  &  Co.,  Inc.,  N.  Y. 

235  pp. 

MARTY  Mann’s  original  Primer 
has  almost  been  entirely  rewrit¬ 
ten  to  create  this  New  Primer  on 
Alcoholism.  Much  of  the  same  mat¬ 
erial  is  contained  in  this  book  as  was 
in  the  old,  but  Mrs.  Mann  has  man¬ 
aged  to  add  a  few  more  facts,  anec¬ 
dotes,  and  examples  of  just  how  al¬ 
coholism  is  fast  becoming  one  of  the 
nation’s  foremost  health  problems. 

Mrs.  Mann,  who  is  currently  Ex¬ 
ecutive  Director  of  the  organization 
she  helped  to  found,  the  National 
Council  on  Alcoholism,  is  uniquely 
qualified  to  write  a  book  on  alcohol¬ 
ism,  for  not  only  has  she  struggled 
with  it  herself,  but  she  has  worked 
since  1944,  in  this  organization  which 
has  put  her  in  contact  with  profes¬ 
sionally  trained  workers  as  well  as 
laymen. 

About  this  new  book,  Mrs.  Mann 
writes,  “Too  many  in  this  great  mass 
of  people  still  do  not  know  the  facts 
about  alcoholism,  or  what  to  do  about 
it.  Too  many  are  still  hiding,  in  fear 
and  shame.  It  is  for  them  I  write,  to 
bring  them  the  latest  news — the  good 
news  about  things  that  work.” 

The  things  that  work  are,  accord¬ 
ing  to  Mrs.  Mann,  Alcoholics  Anony¬ 
mous,  Alcoholism  Information  Cen- 
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ters,  Treatment  Centers  and  the 
National  Council  on  Alcoholism. 

About  Alcoholics  Anonymous,  she 
says,  “Alcoholism  is  compared  to 
diabetes,  which  makes  the  individual 
unable  to  handle  sugar;  and  the  al¬ 
coholic  to  the  diabetic,  who  must 
learn  to  give  up  sugar,  adhere  to  a 
rigid  diet,  and  take  insulin  regularly. 
The  AA  program,  he  is  told,  is  his 
insulin,  and  he  must  begin  at  once 
to  take  it,  and  be  prepared  to  con¬ 
tinue  taking  it  for  the  rest  of  his  life. 
He  is  assured  that  when  he  learns  a 
little  more  about  it,  he  will  find  it 
very  pleasant  medicine,  indeed,  and 
won’t  mind  in  the  least.” 

“The  Alcoholism  Information  and 
Consultation  Center”,  writes  Mrs. 
Mann,  “is  not  in  itself  a  road  to  re¬ 
covery.  It  is  actually  a  bridge  leading 
to  that  road,  and  a  very  necessary 
bridge  .  .  .  The  Center  works  two 
ways  to  provide  this  bridge:  (1)  ed¬ 
ucation  and  (2)  services. 

About  treatment:  “Alcoholism,  like 
most  other  diseases,  has  two  phases; 
acute  and  chronic  .  .  .  The  treatment 
of  acute  alcoholism  is  primarily  a 
medical  problem.  The  treatment  of 
the  chronic  condition,  the  alcoholism 
itself,  must  remain,  in  the  present 
state  of  our  knowledge,  largely  psy¬ 
chological  .  .  .  This  is  a  long-term  pro¬ 
position. 

The  National  Council  on  Alcohol¬ 
ism,  with  its  headquarters  in  New 
York  City  and  a  network  of  local  af¬ 
filiates,  was  founded  “to  arouse  pub¬ 
lic  opinion  and  to  mobilize  it  for 
action.”  The  goal  was  alcoholism 
education  and  information  and  guid¬ 
ance  for  the  alcoholic  and  those  close 
to  him.  “NCA  is  neither  wet  nor  dry 
and  it  is  not  concerned  with  social 
drinking.  It  is  a  voluntary  agency 
devoted  to  the  disease  of  alcoholism.” 

These  are  the  axes  that  Mrs.  Mann 
has  to  grind  and  she  is  doing  all  she 
can  to  bring  these  and  many  other 
facts  about  alcoholism  into  view. 
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ALCOHOLIC  TREATMENT  SERVICES 


ARE  PROVIDED  BY  THE  FOLLOWING 

MENTAL  HYGIENE  CLINICS 


Competent  Help  Is  Available  At  The  Local  Level 


For  an  appointment  the  prospective  patient  or  patient's  relative 
should  call  or  write  to  the  nearest  Clinic  stating  the  problem  for 
which  help  is  requested. 

Inability  to  pay  is  no  barrier  to  receiving  the  services  of  Mental 
Hygiene  Clinics.  Fees  are  usually  based  on  income,  number  of 
dependents,  and  ability  to  pay.  It  is  a  sign  of  good  judgment  for 
the  person  who  has  an  alcoholic  problem  to  seek  help.  All  Clinics 
cooperate  with  the  N.  C.  Alcoholic  Rehabilitation  Program  and 
local  agencies  and  persons  interested  in  helping  problem  drinkers. 


WRITE  OR  PHONE 


Mental  Hygiene  Clinic 
615  Wills  Forest  Rd. 

RALEIGH,  N.  C. 

Phone:  TE  4-6484 
Monday  through  Friday 

Mental  Hygiene  Clinic 

Room  415,  City  Hall 
ASHEVILLE,  N.  C. 

Phone:  AL  3-8343 
Monday  through  Friday 

Alcoholism  Clinic  of  the 
Psychiatric  Out-Patient  Service 

N.  C.  Memorial  Hospital 
CHAPEL  HILL,  N.  C. 

Phone:  9031 


Mental  Hygiene  Clinic 

1618  Elizabeth  Avenue 
CHARLOTTE,  N.  C. 

Phone:  ED  3-5441  &  ED  3-5442 
Monday  through  Friday 

Forsyth  County  Program 
On  Alcoholism 

7th  &  Woodland,  Streets 
WINSTON-SALEM  ,  N.  C. 

Phone:  PArk  3-2471,  Ext.  29 
Monday  through  Friday 

Cumberland  County 
Guidance  Center 

1  1  5  Bow  Street 
FAYETTEVILLE,  N.  C. 

Phone:  HE  2-8120 
This  clinic  is  also  serving  as  a 
temporary  information  center 
for  alcoholics  and  their  families. 


Toward  helping  patients  to  re-establish  satisfactory  social  relations,  all  Clinics 
make  their  services  available  to  wives,  husbands,  or  other  close  relatives 
of  patients. 


ARP  EDUCATION  AND  INFORMATION  SERVICES 

INVENTORY — bimonthly  magazine  using  the  techniques  oL  education  in 
presenting  facts  about  alcoholism  in  popular,  illustrated  style. 


Films — on  alcohol  facts  and  personality  health  for  distribution  among  groups 
interested  in  brief,  factual  motion  picture  studies.  Obtainable  from  State 
Health  Department. 

The  ARC  Brochure — illustrated  booklet  on  North  Carolina’s  program  for 
treating  alcoholism  as  an  emotional  sickness. 

The  New  Cornerstones — ARP  family  manual  giving  basic  facts  about  alco¬ 
holism  and  suggestions  for  coping  with  the  personality  sickness. 

The  Lonesome  Road — eight  sets  of  eight  15-minute  radio  narratives  drama¬ 
tizing  the  way  of  the  alcoholic,  for  use  on  local  stations. 

Anyone  You  Know? — radio  drama  of  the  steps  to  alcoholism,  to  voluntary 
treatment,  to  rehabilitation,  in  15-minute  records. 

ARP  Staff  Speaker — members  of  the  ARP’s  Raleigh  and  Butner  staffs  are 
available  for  speeches  before  civic  and  professional  groups. 

Library  Display — primarily  for  local  public  libaries;  also  available  to  school 
librarians  and  principals.  All  requests  should  be  made  through  local  public 
library  to  N.  C.  State  Library,  Raleigh. 

Book  Loan  Service — kits  containing  reference  books  and  pamphlets  on 
alcoholism.  Available  to  teachers  from  the  N.  C.  Alcoholic  Rehabilitation 
Program,  Raleigh. 

Consultant  Service  for  establishment  of  local  programs. 

These  services  are  free  upon  request  of  citizens  residing  in  North  Carolina. 
For  free  materials  in  limited  quantity,  write 

N.  C.  Alcoholic  Rehabilitation  Program 
P.  O.  Box  9494 
Raleigh,  N.  C. 


STATE  LIBRARY  OF  NORTH  CAROLINA 


3  3091  00822  3216 
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